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HE treatment of trifacial neuralgia by 
surgical measures dates from the early 
anatomical operations on the peripheral 
branches at their distribution on the face. While 
section suffices in some of the early cases of simple 
neuralgia, it can scarcely be considered a per- 
manent means of relief in the patients suffering 
from the major forms or true tic douloureux, 
especially when associated with spasm of the 
facial muscles and vasomotor phenomena. The 
period of relief varies and in a series of 43 cases 
reported by Putnam and Waterman, cited by 
Woolsey (1), the average freedom from pain in 
43 cases was 10 months. In other series cited 
by Woolsey the relief was not lasting. 

The Thiersch avulsion with a blunt forceps 
so as not to crush the nerve, after anatomical 
exposure, followed by plugging the canal to pre- 
vent regeneration gives better results. Various 
methods of plugging have been suggested. Amal- 
gam, gold and silver foil have all been used with 
varying success. C. H. Mayo (2) uses silver 
screws, and Kanavel (3) has advocated plugging 
the canals with bone grafts, all being employed 
to prevent regeneration. Van Gehuchten (4) 
insisted on avulsion as an essential step and La 
Place (5) again drew attention to this method. 
La Place took many minutes to slowly twist out 
the nerve-trunks, and succeeded in extracting 
long segments of the trunks after exposure at the 
foramina of exit on the face. 

The supra-orbital branch of the first division is 
best reached by a curvilinear incision in the 
eyebrow. The skin, fascia, and fibers of the 


orbicularis are divided. The nerve lies between 
the two layers of periosteum near the junction 
of the middle and inner thirds of the orbital ridge 
where a notch may be felt. After exposure of the 
nerve, which should be carefully separated from 
its accompanying vessel, it may be avulsed by the 
method of Thiersch. 

The second or superior maxillary division is 
the branch most frequently affected, according to 
Spiller. It makes its appearance in the face at 
the infra-orbital foramen which is in a vertical 
line with the supra-orbital notch, just below the 
margin of the orbit. In this region it may be 
exposed on the face and avulsed or subjected to 
an injection of 1 to 2 per cent osmic acid or 80 per 
centalcohol. The failure of this operation caused 
Kocher (6) to devise a method of resection at the 
foramen rotundum which is described in his book, 
which is a thorough treatise on the surgery of the 
trigeminus. The incision is in the same curvi- 
linear line as for the peripheral operation but is 
carried farther back, at the same time avoiding 
injury to the fibers of the facial and being well 
above Steno’s duct. All structures attached to 
the malar bone are pushed aside with a perios- 
teotome, up to and including the floor of the orbit. 
The chisel is then used to cut into the spheno- 
maxillary fissure and to open the antrum. This 
opens the infra-orbital canal. The frontomalar 
articulation is divided with a chisel and finally 
the malar-zygomatic articulation. The malar 
bone is then dislocated outward and upward 
where the nerve can be followed and avulsed 
up to the foramen rotundum, care being taken 


1 From the Miles Laboratory of Operative Surgery, College of Medicine, Tulane University. 
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not to injure the accompanying artery. The 
malar bone is then replaced. There is some 
risk of infection in this operation and as already 
noted the antrum is opened. 

For division of the trunk of the inferior max- 
illary after its exit from the foramen ovale, 
either Kocher’s or Kronlein’s (7) operation may 
be used. In Kocher’s operation a curvilinear 
incision with its convexity downward is made 
from just behind the frontomalar articulation 
to the root of the zygoma. This incision in- 
cludes all structures and divides the temporal 
vessels and a branch of the facial nerve to the 
occipitofrontalis. Retracting the edges of the 
incision exposes the zygoma, which is divided 
but left attached on its under surface. After 
removing the underlying fat, the posterior border 
of the temporal muscle is drawn forward, exposing 
the periosteum along the pterygoid ridge. This 
periosteum is divided and elevated from the 
bone along with the soft parts so as to avoid the 
internal maxillary artery. This dissection is 
carried back until the base of the pterygoid 
process is seen, and just posterior and to the 
mesial side of this process we find the foramen 
ovale at a depth of about 3 cm. from the root of 
the zygoma. The trunk is then divided or 
avulsed according to the method of Thiersch. 

The inferior dental branch of the third division 
may be reached by any one of three routes, al- 
though the intrabuccal method is accompanied 
by too much risk of infection to make it practical. 
In order to avoid a visible scar the incision is 
made just around the angle of the inferior maxilla, 
through all structures to the bone. With a 
periosteotome the tissues are elevated from the 
under surface of the ascending portion of the 
ramus until the foramen is reached, which is 
identified by the spine of Spix. The nerve can 
then be caught with a hook and avulsed. An- 
other method is to approach the nerve by tre- 
phining the jaw just opposite the foramen, which 
is located just in the center of the irregular 
quadrilateral formed by the ascending portions 
of the ramus. A skin incision is made down to 
the masseter which is separated in the direction 
of its fibers. A small trephine is used to per- 
forate the bone, and the nerve avulsed, avoiding 
the accompanying artery. 

As most of the operations cited were followed 
by recurrences, the more radical treatment of 
trifacial neuralgia dates, according to Frazier (8) 
and Rose, from the suggestion of Dr. J. Ewing 
Mears of Philadelphia, who in 1884 proposed 
extraction of the gasserian ganglion for the 
relief of this class of sufferers. Truly, tic 


douloureux is the most painful and intractable 
affliction medical men are called upon to treat, 
and opium in some form was formerly the only 
drug to be depended on for even temporary bene- 
fit. Adopting the suggestion of Mears, Rose 
(9) performed the first successful remova! of the 
gasserian ganglion in 1890. The extracranial 
operation, which is known by the name of Rose, 
its originator, was not destined to survive. and 
soon valuable suggestions in the evolution of a 
perfected technique came from the clinics of 
Horsley (10), Hutchinson (11), Hartley (12), 
Krause (13), Doyen (14), Keen, (15), Lexer(16), 
Cushing (17), Abbe (18), and Frazier (19). The 
contributions from these men dealt both with 
the method of approach and the amount of tissue 
removed, or the site of division of the trunks. 
The earlier writers were all in favor of more or 
less complete removal of the ganglion. Realiz- 
ing the dangers of complete gasserectomy, Abbe 
suggested section of the second and third divisions 
at their foramina of exit and the interposition 
of rubber tissue to prevent subsequent regenera- 
tion. Mixter (20) has plugged the foramen 
rotundum and the foramen ovale with amalgam, 
and Kanavel (21), after some laboratory experi- 
ments, has adopted the use of bone grafts in 
plugging these canals. Frazier’s operation seems 
to give uniformly satisfactory results and among 
most surgeons is the present operation of choice. 
There are several objections to the operation 
of Mears as performed by Rose. Technically 
the approach is difficult on account of the loca- 
tion of the ganglion, and the extreme depth be- 
neath the base of the brain makes the operation 
of gasserectomy a formidable one. Hemorrhage 
is frequently annoying and in some instances 
the operation has been performed in two stages 
(Lexer). In at least one instance (Krause) 
hemorrhage was a fatal complication. Frazier, 
Cushing, and others have followed the suggestion 
of operating in the semivertical or erect posture. 
This diminishes venous bleeding by gravity, and 
the writer can testify to the value of this pro- 
cedure in all cranial operations. As the bleeding 
is mostly venous and occurs from the diploic 
veins it may be controlled by the use of very hot 
water compresses, to which adrenalin may be 
added. Horsley’s wax or muscle plugs in the 
bone canals may be used (22). Preliminary 
clamping of the external carotid has been sug- 
gested by Crile, but it is of doubtful value (23). 
Aside from these technical difficulties, the 
mortality and recurrence are to be considered. 
In other words, Is the operation worth while as a 
therapeutic means of dealing with so deplorable 


< 
4 
} 
: 4 
= 
> 
“a 


MAES: SURGICAL TREATMENT OF TIC DOULOUREUX 


a condition? Frazier (24) has only recently 
collected the figures from various clinics as fol- 
lows: In a series of 230 cases from the clinics of 
Horsley, Lexer, Dollinger, Cushing, and Frazier 
the mortality was 3.7 per cent. This figure is 
rather low and it must be remembered is from 
the most expert operators in this field. In 
Tiffany’s collected series (25) of 108 cases the 
mortality was 22 per cent. While this seems 
high, the average would be somewhere in the 
neighborhood of the general surgical mortality 
from gasserectomy. As Frazier justly notes, 
when we take into consideration the age and 
debilitated condition of this class of sufferers, the 
mortality is no higher than after any other formi- 
dable surgical operation. The mortality should 
become less since we now understand more about 
the prevention of shock, hemorrhage, and in- 
fection with its cerebral complications. Abbe 
quotes from Lexer 201 cases collected by Turck 
in which 85 per cent recovered from the operation. 
Of the 15 per cent who died, the cause of death is 
given as follows: 


17 died on the table, 11 without regaining” 


consciousness. 

9 died of sepsis. 

1 died of hemorrhage. 

2 had brain tumors. 

2 died of post-operative pneumonia. 

1 died of heart-failure. 

1 died of uremia. 

1 died of cerebral softening. 

Recurrence does not seem to be a serious con- 
sideration if the operation is properly performed. 

In Lexer’s 201 cases (26) there were 93 per cent 
permanent cures. ‘The most frequent complica- 
tion is the neuroparalytic keratitis which may 
follow gasserectomy. In two instances the 
writer has seen this complication with a perma- 
nent leucoma and consequent loss of vision. 
The risk of this very disagreeable incident may 
be minimized by avoiding injury to the facial 
nerve. After division of the second and third 
branches only, keratitis is not seen and as the 
first division is the seat of pain in less than 5 
per cent of the cases this branch may be spared 
in most instances. Injury to the third, fourth, 
and sixth nerves near the inner aspect of the 
ganglion must be carefully guarded against. 
On account of this danger, Abbe, Hutchinson, 
and others have, recommended only partial 
extirpations (trunks of the second and third 
divisions) of the ganglion, and all observers agree 
that a shield must be used to protect the eyes 
for some time after operations on the gasserian 
ganglion. The lids have been sutured to prevent 
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irritation of foreign bodies (Rose), but this is of 
doubtful value. 

As already mentioned, the consensus of opin- 
ion among most surgeons is that Frazier’s method 
of approach combined with Spiller’s (27) sug- 
gestion of division of the sensory root is probably 
the most practical of the present-day operations. 
The Hartley-Krause method of exposure is un- 
necessarily large and may include some fibers of 
the facial, causing paralysis of the orbicularis 
palpebrarum, thereby contributing to the kerati- 
tis. The methods of Cushing and Lexer are 
similar to the Hartley-Krause operation, but 
the flap is much lower down. Cushing removes 
the zygoma, while Lexer replaces it at the com- 
pletion of the operation. Kocher includes prac- 
tically the same tissues but reverses the attach- 
ment of the flap. In this way the larger part of 
the horseshoe is down to the zygoma and gives 
more room for viewing the basal foramina from 
within the skull. Doyen divides the temporal 
attachment to the coronoid process of the maxilla 
beneath the zygoma and re-attaches it at the end 
of the operation. Kocher avulses the sensory 
root and claims to have had no recurrences. 

For the description of Frazier’s operation I 
cannot do better than quote directly from Fra- 
zier’s contribution to Keen’s Surgery (Vol. V). 

The Spiller-Frazier method — division of the 
sensory root by the auriculotemporal route. 
“The essential feature of this operation is the 
division or avulsion of the sensory root exclusively 
without interfering with the ganglion itself. 
The approach to the ganglion is made through an 
opening somewhat posterior to that employed 
by other surgeons. The center of this opening 
is about on a line with the point at which the 
sensory root passes into the ganglion. Inasmuch 
as this method does not necessitate exposure of 
the anterior portion of the ganglion, including 
its first and second divisions, this method of 
approach is preferred. Under nitrous oxide 
ether anesthesia, preceded by the administration 
of a hypodermic injection of morphine (grain 1:6) 
and atropine sulphate (grain 1:100), with the 
patient in a vertical posture, a horseshoe-shaped 
incision is made, beginning about the middle of 
the zygoma and terminating behind and a little 
below the helix of the ear. The musculocuta- 
neous flap, purposely made a little larger than 
the opening in the skull, is reflected, the skull 
opened, and the opening, with a diameter not 
exceeding 3 cm., enlarged as far as the infratem- 
poral crest. The dura is separated from the base 
of the skull with a blunt instrument, such as the 
handle of a scalpel, as far as the foramen spinosum, 
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where the middle meningeal artery is ligated and 


divided distal to the ligature. The dura propria 


is incised directly over the mandibular division 
and dissected from the superior surface of the 
ganglion backward and inward until the sensory 
root is exposed. If the motor root can be rec- 
ognized, it should be isolated. The sensory root 
is then picked up with a blunt hook, grasped 
with forceps, and either divided or avulsed. 
Hemorrhage is controlled throughout the course 
of the operation by strips of gauze not more than 
I cm. in width, introduced at either side of the 
avenue of approach in such a way as not to inter- 
fere with the continuation of the operation. As 
soon as the sensory root has been divided the 
anesthetic is discontinued, inasmuch as all the 
structures in the field of operation have been 
rendered anesthetic and the patient will experi- 
ence no pain in the subsequent steps of the 
operation. When the reflexes have returned, 
the conjunctival reflexes should be tested in 
order to assure the operator that no fibers of the 
sensory root remain undivided. The musculo- 
cutaneous flap is closed with tier sutures and a 
small narrow strip of rubber tissue introduced in 
the posterior angle of the wound. It is almost 
always necessary to provide for the escape of 
blood, inasmuch as only exceptionally will the 
field be entirely dry when the operation is con- 
cluded. (This is accomplished by a rubber 
tissue drain.) The rubber tissue is removed 
within twenty-four or forty-eight hours.” 

Division of the sensory root was first practiced 
by Frazier in 1901, and since that time has been 
used almost exclusively. There has been no 
evidence of regeneration of the sensory root. 
The advantages claimed for this operation over 
extirpation of the ganglion are: First that it is 
attended with less hemorrhage because the 
ganglion is not raised from its bed. In extirpa- 
tion of the ganglion the most troublesome bleed- 
ing is experienced at this stage of the operation. 
Second, it does not expose to injury the adjacent 
structures, viz., the cavernous sinus and the 
three cranial nerves. Third, it is possible, 
though very rarely, to preserve the motor root 
and thereby avoid disturbance of the functions 
of the muscles of mastication. Finally, there is 
less likelihood of ulceration of the cornea. 

The advantages of Frazier’s operation are: 

1. Approach is more posterior and is therefore 
less likely to involve the upper fibers of the facial. 

2. A comparatively small opening diminishes 
the liability to hernia. 

3. Special technique of dealing with the middle 
meningeal artery should be noted. 


4. Division or avulsion of the sensory root only 
with less frequent occurrence of the distressing 
neuroparalytic keratitis. 

5. Cerebral complications have been far less 
frequent than formerly. 

6. If the sensory root is not easily recognizable 
we can always have recourse to one of the other 
suggestions, such as complete removal of the 
ganglion (Hartley-Krause, Lexer, Cushing, and 
Horsley), or section of the second and third 
divisions (Hutchinson, Kanavel, Abbe, Harris, 
Mixter, and others). 

The writer has attempted in the preceding re- 
marks to review briefly the general conclusions 
he has been able to gather of the surgical opera- 
tions on the gasserian ganglion and the trigeminal 
distribution for the relief of tic douloureux that 
have stood the test of time. The treatment of 
this painful affection has undergone some radical 
changes in the last few years, due to the epoch- 
making work of Schlésser, an opthalmologist of 
Munich. Prior to the work of Schlésser, who 
first used alcohol injections into the facial to 
control spasm, many susbtances had been in- 
jected into the large nerve-trunks at their exit 
from the basal foramina, after exposure, with 
the idea of causing an ascending degeneration 
of the axis cylinders, and thereby relieving the 
pain without the necessity of a serious intra- 
cranial operation with its attendant risks. Such 
drugs as morphine, strychnine, hyoscyamine, 
aconite, curare, zinc chloride, osmic acid, and 
many others were all tried with varying success. 
Schlésser suggested the use of 80 per cent alcohol 
and at the same time gave an impetus to the study 
of the location of the basal foramina and their 
approach. 

Long before the injection of the trigeminal 
branches for therapeutic purposes had been tried 
by Schlésser (28), practical surgeons had planned 
methods of reaching these branches in order to 
obtain control of the field for surgical procedures. 
Probably the first recorded operation under 
regional anesthesia of the trigeminus by the 
intraneural injection of the second division with 
cocaine was done in 1898 by Dr. R. Matas at the 
Charity Hospital in New Orleans (29). At this 
time he used the inframalar route to the foramen 
rotundum via the sphenopalatine fossa, and in 
this particular case he utilized for the first time 
the orbital route through the sphenomaxillary 
fissure for injecting the second division at its 
exit from the foramen rotundum. In this way 
he obtained anesthesia of Meckel’s ganglion and 
its branches, which, when repeated on the op- 
posite side, permitted the painless removal of 
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Fig. 1. 
division (Braun). 


Ostwalt’s route to the trunk of the mandibular 


both superior maxille and the palate. Professor 
Braun (30) and other German writers credit 
Dr. Matas with the first application of the lateral 
or inframalar route, but through some error they 
attribute the orbital route to Payr of Breslau, 
who operated by this route at a much later period. 
As early as 1889 Dr. Matas succeeded in obtain- 
ing a sufficient anesthesia for operations on the 
superior maxilla, by injection of the second divis- 
ion of the fifth nerve at the foramen rotundum 
through the sphenomaxillary foramen. He per- 
formed several operations on the jaws by in- 
jecting the trunks by the inframalar route, which 
has since been associated with his name by 
Braun and others, and is practically the same as 
was subsequently adopted by Schlésser. 

The first impetus to the treatment of tic 
douloureux by the intraneural injection of 
chemicals, came with the suggestion of Neuber 
who used osmic acid (31). This suggestion was 
later adopted by Bennett (32), and Murphy (33) 
made his first report in 1903. While osmic acid 
gave relief in many cases, the benefit was not 
permanent and required exposure of the nerves 
at their foramina of exit with injection directly 
into the trunks of several drops of a 1 or 2 per 
cent solution. 

The injection of alcohol into the trunks of the 
trigemini at their exit from the basal foramina 
according to the method of Schlésser was some- 
what uncertain and a new impetus was given to 
the work after the early publications of Ostwalt 
(34), who reported only 4 failures in 45 cases by 
the intrabuccal route. A perfected technique 
came from Sicard (35) and Levy and Baudoin 
(36), who presented measurements as guides to 
the trunks and mentioned the dangers. Later 
suggestions came from various observers, and 
Offerhaus (37) perfected a method by which the 
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Fig. 2. Offerhaus’ method of ascertaining the depth of 
the foramen ovale (Braun). 


foramen ovale could be located by measurements. 
The Offerhaus technique may be said to be an 
improvement on the method of Ostwalt, and 
Offerhaus gave a series of measurements for 
locating the foramen ovale. The intrabuccal 
route was soon abandoned on account of the 
obvious risk of infection. 

After a study of 50 skulls, Offerhaus found that 
the distance measured from the outside, behind 
the last molar teeth nearly corresponds to the 
distance between the two oval foramina, so that 
if the length of the space between the alveolar 
processes behind the last molar teeth of the upper 
jaw is decucted from the length of a line (meas- 
ured by calipers) between the articular tubercles 
on either zygoma, and that divided by two, the 
result will give the approximate depth of the 
foramen ovale from the articular tubercle of the 
corresponding side. Offerhaus has found the 
average depth of the foramen ovale to be between 
3-7 and 4.3 cm. This method is reliable in a 
measure, and may be used also to determine the 
approximate location of the foramen rotundum, 
which is a short distance in front of, and nearly 
on the same perpendicular plane with, the fora- 
men ovale when the patient is recumbent. 

The routes of Sicard and Levy and Baudoin 
with the suggestions of Harris, Patrick, Hecht, 
and Kiliani (54), are those accepted today as the 
best, consequently I will attempt a brief descrip- 
tion of the application of these. The technique 
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Fig. 3. Centimeter scale, syringe, small needle, and 
large needle with runner and bevel point for injection of 
gasserian ganglion (Hiirtel). 


varies slightly in the hands of different observers, 
but the essentia] points remain the same. There 
is no special advantage in the routes recently 
advocated by Bonola (38). 

Schliésser suggested the use of 80 per cent 
alcohol, which is the solution in general use at the 
present time. Hecht has found that 70 to 80 
or go per cent alcohol is similar in effect, and at 
the present time Harris is using go per cent al- 
cohol (39). The injection of the alcohol first 
causes intense pain over the distribution of the 
trunk injected, followed in from 5 to 30 seconds 
by a deepening anesthesia, and, in the case of the 
third division there is some rigidity and paralysis 
of the muscles of mastication, due to the fact that 
there are motor fibers in this trunk. This phe- 
nomenon soon disappears and patients quickly 
become accustomed to the use of the opposite 
side of the mouth. Patrick (40) used a solution 
containing cocaine grain 1, chloroform min. x, 
alcohol % ounce. Purves Stewart (41) recom- 
mended a solution containing B-eucaine, 2 grs., 
to absolute alcohol 6 drams, and others have 
added menthol, but these additions are not neces- 
sary if the suggestion of Matas is adopted (42), 
which is to precede the alcohol injection by the 
preliminary injection of a 1 per cent novocaine 
adrenalin solution. This has the double advan- 
tage of preventing the pain caused by the alco- 
hol contact and also allows us to test the anes- 
thesia, with the needle in situ, to determine the 
accuracy of the puncture. The writer has found 
this preliminary novocainization very valuable in 
puncture of the gasserian ganglion prior to the 
introduction of 80 per cent alcohol. 

The patient’s skin is prepared by a generous 
coat of iodine over an area about the size of a 
50 cent piece, and a wheal is made in this area by 
the injection of a few drops of a 1 per cent novo- 
caine adrenalin solution. For the alcohol injec- 
tion the outfit of Hirtel is best for all purposes. 


Fig. 4. Front view of left orbit showing the location 
of the contained foramina by two horizontal planes 
(Hartel). 


The needle — 8 mm. in diameter and 10 cm. in 
length graduated in centimeters with a movable 
runner or perforated cork to gauge the depth of 
penetration — will serve to mark the average 
distance of any of the trunks or of the gasserian 
ganglion itself. In all cases the alcohol must be 
slowly introduced after withdrawing the stylet 
from the bevel pointed needle. Bleeding should 
warn against the introduction of the alcohol, as 
a hard clot forms which gives a sense of resistance. 
This resistance should be present if the needle 
point is engaged in the nerve-trunk, but its ab- 
sence should not preclude the introduction of the 
alcohol if the anesthesia has already been tested 
by the use of the novocaine adrenalin solution. 

The ophthalmic division is rarely the site of .. 
pain, being involved alone in less than 5 per cent 
of the cases. In Hecht’s series (43) the first 
division was involved 4 times in 32 cases and as 
the supra-orbital division is the most approach- 
able of all the branches, avulsion, osmic acid, or 
alcohol injection after exposure, or avulsion and 
plugging the canal with bone grafts according to 
Kanavel’s suggestion may be followed. Accord- 
ing to Blair (44), Patrick has abandoned the in- 
jection of the first division. Blair himself has 
had no mishaps, although he has known of two 
cases of blindness and one of dementia following 
this procedure. 

In the method given by Blair, the needle is 
inserted under the external angular process of 
the frontal bone and follows the outer wall of the 
orbit closely, backward and inward and down- 
ward to the outer extremity of the sphenoidal 
fissure, where the nerve enters the orbit at an 
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Fig. 5. The Matas route to the second division in the 
pterygopalatine fossa (Hiirtel). 


average depth of 30 to 35 millimeters. Blair 
mentions that in a number of skulls the optic 
nerve was never encountered at a depth of less 
than 43 mm. On account of the loose tissue of 
the orbit and the proximity of other nerve-fibers, 
it would be wise to follow the suggestion of 
Matas, injecting a few drops of 0.5 per cent novo- 
caine solution to test the anesthesia prior to the 
introduction of alcohol. Dimness of vision, 
diplopia, blindness, hemorrhage with exophthal- 
mos are all mentioned as possible complications 
which have caused the abandonment of the injec- 
tion of this division. 

Hiirtel has shown the location of the optic 
foramen and the structures within the orbit very 
well, as represented in the accompanying il!us- 
trations. The upper line running from the fronto- 
malar to the frontolachrymal articulation crosses 
the optic foramen and is therefore to be avoided. 

The second or superior maxillary division is, 
according to most observers, the division most 
frequently involved, and Harris (45) in his recent 
paper before the American Medical Association 
stated that when the ophthalmic division is in- 


Fig. 6. The Matas route to the foramen rotundum 
through the sphenomaxillary fissure (Hirtel). 


volved, it is only a question of time when the 
second or even the third division will become 
affected. 

In the classical papers of Patrick and Hecht 
the routes of Levy and Baudoin are selected, and 
Harris in his last review of the subject still ad- 
heres to this technique with slight modifications. 
Patrick’s directions for reaching the superior 
maxillary division are as follows: “The line of the 
posterior border of the ascending (orbital) process 
of the malar bone is prolonged to the border of 
the zygoma and the needle inserted 0.5 cm. poste- 
rior to this point. It is directed vertically to the 
anteroposterior line, but inclined slightly upward 
in a direction which would attain at the depth of 
the foramen rotundum, the level of the inferior 
extremity of the nasal bones. At a depth of 5 
cm. the nerve is reached at its emergence from the 
foramen rotundum in the pterygomaxillary fossa. 
In Harris’ last contribution (45), he suggests the 
use of one of two routes, depending on the ptery- 
goid plate as his guide. The foramen rotundum 
lies about 1 cm. internal to its anterior border. 
The needle is entered 6.5 cm. in front of the center 
of the external auditory meatus, directing it up- 
ward at an angle of 40°, and backward at an angle 
of 30°, striking the anterior border of the external 
pterygoid plate at a depth of 1% inches, or about 
5cm. Then the needle is directed forward through 
the pterygomaxillary fissure into the pterygo- 
maxillary fossa to a depth of 1% inches, when the 
nerve is encountered at its exit from the foramen 
rotundum. Should this route fail, Harris inserts 
the needle 4 cm. in front of the center of the 
auditory meatus, pushing the needle forward and 


4 
! 


356 INTERNATIONAL ABSTRACT OF SURGERY 


Fig. 7. Showing area of novocaine anesthesia on the 
cheek in Hirtel’s method of injecting the gasserian gan- 
glion (Hirtel). 


upward to locate the pterygoid plate, which is his 
guide. 

The untoward results to be guarded against 
here are: (1) Pushing the needle too far may 
place the alcohol too near or in the optic foramen. 
(2) The internal maxillary artery may be injured, 
with a consequent hematoma. (3) If the injec- 
tion is too far forward, the branches going to 
Meckel’s ganglion will not be controlled and some 
pain in the palate will persist. (4) The pterygo- 
maxillary fissure may be small and allow only a 
limited angle in the direction of the needle. 
(5) Diffusion of fluid into the orbit must be guard- 
ed against and the swelling and cedema may even 
extend to the cellular tissue of the orbit after a 
successful injection, emphasizing the fact that 
20 to 30 minims of alcohol is ample in this region. 
Paralysis of the third nerve has been noted, but 
soon disappears. 

The third or mandibular division of the trifacial 
is the most accessible. Sicard, Levy and Bau- 
doin, Patrick and Harris all make use of the same 
route, which in turn is the same used by Matas to 
obtain analgesia for surgical intervention about 
the tongue and lower jaw. The trunk is encoun- 
tered after its exit from the foramen ovale at a 
depth of 154 to 2% inches, depending on the 
shape of the head and the thickness of soft parts. 
The needle is inserted in the sigmoid notch 2.5 
cm. in front of the descending root of the zygoma 
which is nearly on a plane with the anterior bor- 
der of the bony external auditory meatus. The 
needle is pushed straight in, hugging the base of 


Fig. 8. Needle engaged in the foramen ovale (Hirtel). 


the skull, the nerve being encountered at an 
average depth of 4 cm. 

The attendant risks are: (1) hematoma and 
possible diffusion of alcohol into the gasserian 
ganglion; (2) the pharynx may be penetrated if 
the needle is carried in too deeply, and a painful 
otitis or deafness may follow injury to the 
eustachian tube. The internal maxillary artery 
and the middle meningeal artery are avoided by 


passing in front of the maxillary articulation. If 


difficulty is encountered in passing through the 
sigmoid notch, it may be overcome by having the 
patient’s mouth wide open. 

Injection of alcohol into the gasserian ganglion, - 
the final achievement in the treatment of tic 
douloureux, has come from Bier’s clinic. It is 
the work of Fritz Hirtel, who has been a most 
ardent and systematic exponent of the direct 
alcoholization of the ganglion itself, and his work 
is a masterpiece of patience and thoroughness 
(47). While the idea of direct alcoholization of 
the gasserian ganglion is not original with Hartel 
he has given us a route which has made the 
approach through the foramen ovale more prac- 
tical and useful. Taptas (48) and Harris (49) 
had already approached the ganglion by the 
Schlésser route, and the suggestion seems to have 
emanated from Sicard (50) during his earlier work 
on injection of the mandibular division of the 
trifacial. From this direction the entrance into 
the foramen ovale was a matter of luck, as a study 
of the skull will show. Curved needles or the 
bayonet-shaped needle of Hecht were helpful. 
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Fig. 9. 

Fig. 9. Needle in foramen ovale, entering cheek op- 

posite a point behind the last molar teeth of the lower 
jaw. 


The technique suggested by Hirtel is to anzs- 
thetize a spot on the cheek corresponding with 
the area shown in the illustration. The needle 
is pushed backward and inward, care being taken 
to avoid entrance into the mouth by keeping the 
finger (index of hand not in use) on the inside of 
the cheek. The point of the needle is made to 
come in contact with the os planum on the under 
surface of the sphenoid, and is gradually made to 
move backward when it engages in the opening of 
the foramen ovale. It is essential that one 
recognize this smooth infratemporal surface in 
front of the foramen. This is safe territory, and 
the rough bone back of the foramen is fraught with 
danger. According to Hirtel the needle points 
to the pupil of the eye of the same side, and on 
lateral view the needle points to the articular 
eminence on the zygoma when the skull is viewed 
from the front. In other words the location of 
the foramen is at a point on the base of the skull 
where a perpendicular plane through the center 
of the pupil and a horizontal plane through the 
articular eminence bisect. 

Hartel has made careful measurements of the 
size of the foramen ovale and found it to vary in 
length from 5 to 11 mm. (average 6.9 mm.) and 
with an average width of 3.7 mm. The average 
depth of the canal is about 1 cm. 

The runner is placed at the 6 mm. mark on the 
needle and this distance must not be exceeded 
unless the operator is certain of his surroundings, 
which certainty can only be acquired after long 
practice on the cadaver. As the needle ceases to 
impinge against the bone and enters the foramen 


Fig. 10. 


Fig. 11. 


Fig. 10. Same as Fig. g viewed from mesial section. 
Fig. 11. Same as Fig. 9 viewed from under surface of 
skull. 


the loss of resistance is felt and the patient com- 
plains of pain in the distribution of the third 
division. The needle is pushed in 1.5 cm. farther 
when pain is complained of in the distribution of 
the second division. The introduction of 1 ccm. 
of 1 per cent novocaine solution at this point 
(Matas) should produce anesthesia of the entire 
trifacial distribution. After testing the anezs- 
thesia, with the needle in situ, and feeling sure 
of the location, we may now inject 1 to 2 ccm. of 
80 per cent alcohol. If the preliminary injection 
of novocaine has not been made, the patient com- 
plains of intense pain at this stage and may even 
start or jump so as to move the point of the needle 
and cause some of the untoward results of too 
deep an injection, There may be some burning 
complained of, even after the preliminary use of 
novocaine, but usually the anesthesia is complete 
and lasting. However, a return of pain is a call 
for re-injection, which, if properly done, gives 
lasting benefit. In patients with bilateral in- 
volvement, there should be a long interval be- 
tween injections in order to watch the effect on 
the cornea. In 265 cases Harris has seen bi- 
lateral involvement 6 times (51). 

In a series of observations on the cadaver in the 
Miles Laboratory of Operative Surgery at the 
College of Medicine of Tulane University, under 
the direction of Prof. R. Matas, the writer 
verified the observation of Hartel, that the axis 
of the foramen varied considerably and could be 
entered from any point on the arc of a circle 
drawn from the second molar tooth of the upper 
jaw to a point behind the last molar tooth of the 
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Fig. 12. Showing projected axes of foramina from point 
on cheek behind last molar tooth of lower jaw. (Figs. 
9, 10, 11, and 12 are from the original collection of Prof. 
R. Matas.) 


lower jaw. By projecting the axis of the canal 
with long pins, the latter point was found to more 
often give a better direction to the needle, beside 
giving several additional factors of safety. It was 
found in the Hiirtel technique, the needle more 
easily passed beneath the foramen on account of 
its obliquity, and brought the point into the 
dangerous territory behind the foramen ovale. 
In our estimation, direct alcoholization is 
equivalent to a gasserectomy as far as immediate 
physiological effects are concerned. Theeffect 
of alcohol on the ganglion is gradual, and because 
of this the immediate bad effects of gasserectomy 
are not seen. Hirtel, after his first ten injections 
saw two develop keratitis. Harris has also seen 
this accident, and we have had one patient who 
had a leucoma which has cleared. Harris recom- 
mends suture of the lids, leaving the angles open 
for irrigation of the conjunctival sac. After a 
successful injection the cornea is anesthetized 
and should be carefully watched for any begin- 
ning ulcerations which in turn should receive 
prompt attention. In two of the writer’s cases 
there was an intense painless herpes of the lower 
lip and in one on the upper lip. This complica- 
tion has caused Hiirtel to caution us when in- 
specting diabetics. One case showed the herpes 
on the second day, one on the fifth day, and one 
on the thirteenth day. One patient had paralysis 


Fig. 13. Showing area of anesthesia after alcoholiza- 
tion of gasserian ganglion (Hartel). 


of the motor oculi, which is subsiding after four 
weeks. This phenomenon can only be explained 
by the permeation of the alcohol. Blair has seen 
paralysis of the seventh and eighth nerves. He 
injected 4 ccm. of alcohol, which is too much; 
1 to 2ccm. being ample for full therapeutic results. 
The anatomical dangers were mentioned in a 
former paper of the writer (52). We must be 
sure to make an extradural injection. In one 
instance the writer got cerebrospinal fluid. The 
needle was drawn out some distance, and the in- 
jection made with a perfect result. The veins 
in the pterygoid fossa or the emissary veins 
coming through the sphenoid may be injured. 
This may cause hematoma. Behind the fora- 
men ovale, are the foramen lacerum medium, the 
carotid canal, and the middle meningeal artery, 
before its entrance into the foramen spinosum. 


PERMANENCY OF RESULTS 
In the peripheral injections, the period of relief 
has been very variable, with an average of about 
eight months. In Hirtel’s 27 cases (53) he is 
satisfied with his results, re-injections being rarely 
necessary. The writer’s first case, injected in 
June, 1913, reported lasting relief (52). 
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We are justified in concluding that the injec- 
tions into the large nerve-trunks of 80 per cent 
alcohol offer a safe and usually certain means of 
relieving painful affections involving the fifth 
nerve, and that the direct alcoholization of the 
gasserian ganglion offers a means of curing tic 
douloureux which is devoid of the usual dangers 
accompanying intracranial operations on the 
ganglion. Finally, the only safe means of ac- 
quiring skill and precision in locating the basal 
foramina and the routes to the gasserian ganglion, 
is long practice on the cadaver and study in the 
anatomical rooms. 
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ABSTRACTS OF CURRENT LITERATURE 
GENERAL SURGERY 


SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE 


Morestin, H.: Protecting the Large Blood-Vessels 
in Extirpating Tumors (La protection des gros 
troncs artériels et veineux mis 4 nu dans l’extirpa- 
tion des tumeurs). Bull. et mém. Soc. de chir. de 
Par., 1915, xli, 960. 


When large arterial or venous trunks are exposed 
in operating for tumors they are subject to infection 
and secondary hemorrhage; so much so that in 
pre-aseptic days tumors were not operated upon if 
they were very near large vessels. To avoid this 
danger Morestin advises covering the vessels with 
a flap from the neighboring muscle. Where the 
glands of Scarpa’s triangle have to be removed 
on account of cancer metastases he makes use of 
the sartorius muscle. It is very easy to draw it 
inward and fix it with a few sutures to the crural 
arch and the adductors. A thick band of muscle 
is thus interposed in front of the vessels, protecting 
them from infection. 

In the axilla the vessels are generally not exposed 
to any great danger; in the majority of cases the 
skin wound can be completely closed at once. But 
in some cases where it was necessary to remove 
large sections of the skin he has utilized flaps from 
the latissimus dorsi, the subscapular, the serratus 
magnus, and pectoralis major. This plastic use 
of the muscles is particularly valuable in the region 
of the neck and in tumors of the tongue and pharynx. 

In operating for cancer of the tongue after remov- 
ing the glands and before beginning the operation 
in the mouth the anterior border of the sternomas- 
toid is sutured to the posterior belly of the digastric 
to the stylohyoid and to the subhyoid muscles, 
so that the vessels are completely cut off from the 
infected region by a thick layer of muscle. Since 
adopting this method Morestin has never had 
a secondary hemorrhage from ulceration of the 
carotid. A. Goss. 


Tennant, C. E.: The Use of Hyperzemia in the 
Post-Operative Treatment of Lesions of the 
Extremities and Thorax. J. Am. M. Ass., 1915, 
lxiv, 1548. 

Under this method of treatment the author has 
had about go per cent of his grafts hold in varicose 
ulcer of the leg and the period of convalescence has 
not exceeded eighteen days. 


He has also been surprised and pleased with the 
results obtained by the use of vacuum hyperemia 
in the treatment of infected compound comminuted 
fractures of the extremities. Where the bones are 
in good apposition and anywhere about or below the 
elbow or knee, whether in a wooden splint or a 
snugly fitting plaster-of-Paris dressing, these ex- 
tremities can be easily placed in the vacuum cham- 
ber and daily suction hyperemia instituted. Each 
time the treatment is applied, the lacerated tissues 
and the ends of the bone are bathed in blood and 
serum, these acting as bactericidal agents. Daily 
applications soon control the infection present and 
eventually leave a clot of fibrinated blood between 
the ends of the bone, thereby aiding osteoblastic 
proliferations. This same clot also aids very 
materially in hastening repair in the soft tissues. 
This method, if used for a period of thirty minutes 
daily, commencing immediately after the injury 
or operation, would probably reduce the period of 
disability and convalescence about 50 per cent. 

For more than ten years the author has been 
using hyperemia as a routine treatment in all his 
thoracotomies for empyema. There is rapid and 
effective emptying of the chest cavity of pus and 
blood, which is accomplished through a medium- 
sized opening, early and successful expansion of the 
lung as demonstrated by the réntgen ray, and early 
closing of the drainage site and the absence of post- 
operative sinuses with their annoying complications. 
These all make for an extremely short convalescence. 

So long as the patient is comfortable and suffers 
no pain while suction is being used, no harm will 
come from the negative pressure in the pneumo- 
thorax cavity. Epwarp L. 


ASEPTIC AND ANTISEPTIC SURGERY 


Keilty, R. A., and Packer, J. E.: Experimental 
Studies of Various Antiseptic Substances for 
Use in Treatment of Wounds. J. Am. M. Ass., 
1915, lxiv, 2123. 


The organisms used in the authors’ work were 
the staphylococcus aureus, streptococcus pyogenes, 
and bacillus coli. Their technique is fully described 
and the following conclusions reached: 

1. The method as outlined by Cheyne offers an 
excellent means for the study, experimentally, of 
the diffusibility and antiseptic power of drugs. 
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2. The results obtained as to the value of well- 
known remedies are confirmatory in some cases 
and startling in others. 

3. The phenol group and thymol give the best 
results as far as the authors’ experience went. 

4. They are able to recommend an ointment 
composed of a base, castor oil, 70 parts, white wax, 
20 parts, spermaceti, 1o parts, with tricresol and 
thymol, ro per cent each. Lanolin and wax may 
be used, but the vegetable base has some advan- 
tages. 

5. These results are experimental and must be 
borne out by€linical application. This the authors 
hope to do and report in the near future. 

6. The only drawback is the possibility of toxic 
effects, and this may be overcome by cautious usage 
in the amount applied and the interval between 
dressings. 

7. This paste has a wide range in civil life as well 
as in war and should prove more effective than those 
of common usage because of the increased per- 
centages of the drug. 

8. At the same time, the principle of the large 
dose is to establish at once, or to maintain, an asepsis 
in a wound until ideal conditions for surgical treat- 
ment are available. Epwarp L, CorNELL. 


ANZSTHETICS 


Brenizer, A. G.: Scopolamine-Morphine-Cocaine 
Anesthesia in Surgery. N. Y. M.J., 1915, ci, 
1215. 


Crile’s investigations on shock revealing the 
similarity of the damage done the central nerv- 
ous system by surgical operation and by mere 
exhaustion, led to his theory of anesthesia with 
anoci-association, a combination to provide the 
advantages of (1) psychic depression by pre- 
liminary hypodermatics, (2) general anesthesia 
by nitrous oxide, and (3) local analgesia by cocaine 
injections. 

Adopting as a basis Crile’s theories, Brenizer 
modifies the method to the extent of using no 
general anesthetic, depending alone upon scopola- 
mine as a psychic depressant, morphine as a general 
analgesic, and cocaine as a local analgesic. Adju- 
vant to the cocaine injections he uses large quanti- 
ties of salt solution, as in the Schleich method of 
local anesthesia. In his opinion, scopolamine as a 
hypnotic differs from opium and members of the 
methane series, in that the sleep is more nearly 
natural (even if less reliable), which makes it 
valuable for its psychic effect, 1/120 of a gr. 
being generally sufficient, though it is not very 
dangerous—a man has recovered from % gr. without 
harm and 7% gr. failed to kill a small cat. Small 
doses with proper intervals are preferable to one 
large dose. The large doses do not cause deeper 
sleep, but give rise to delirium and excitement 
similar to that produced by atropine. Scopolamine 
also diminishes the secretion of saliva and mucus. 
(Morphine and ether, he says, stimulate these 


secretions.) He thinks also that it may cause 
a decrease in thyroid secretion; hence its par- 
ticular advantage in goiter in which the above 
advantages (cerebral depression, diminution of 
saliva and mucus, and slow quiet respiration) are 
important. 

Morphine, used as a general analgesic, has a more 
extended action on the central nervous system than 
scopolamine, its effect upon motor function being 
due not to direct, but indirect action, through 
lessened sensibility of the sensorium. Cocaine 
used as a local analgesic has a stimulating action 
upon the central nervous system, but this effect 
is counteracted by scopolamine and morphine, 
combined with which it may be used in large 
doses. Susceptibility to it is variable and demands 
care. 

Schleich’s method of local anesthesia, using a 
large volume of salt solution, but a minute dose of 
cocaine (3/10 gr. in 200 ccm. of solution) proved 
the anesthesia to be produced by pressure of the 
fluid, and not entirely by the drug action. Salt 
solution alone, even 0.8 per cent, produced local 
anesthesia and Heinze showed that the morphine 
in Schleich’s original fluid was superfluous, having 
no peripheral action on nerves. The solution has 
additional value in accentuating the anesthesia as 
injected into the muscles. They are relaxed by 
means of the pressure breaking the contact of nerve- 
ending and muscle-fiber. He quotes authorities 
to show that major operations were done before 1899 
with local anesthesia only. Later developments 
reduced the dose of the drugs without making the 
addition of ether necessary. One death was re- 
corded, from failure of respiration. Krénig pointed 
out that troubles in respiration reported by some 
are due to the morphine and not the scopolamine. 
He uses 1/100 gr. scopolamine, one and one-half 
hours before operation, and a half hour later 1/100 
gr. scopolamine, and % gr. morphine, one-half hour 
later he repeats the dose of scopolamine and mor- 
phine. This makes a total of 3/100 gr. scopola- 
mine and % gr. morphine. Occasionally this third 
injection can be omitted. Blood-pressure is some- 
what lowered. The sleep that ensues is unbroken 
by moving to the operating room if this be quietly 
done. The patient has no recollection of the opera- 
tion. In about 15 per cent of cases the action is 
incomplete. In about 5 per cent the patient is 
restless and fretful with memory only disturbed. 
Only this 5 per cent demand ether. The structures 
are infiltrated with 20 ccm. of cocaine, 1/1000, in 
norma! salt solution, the amount rarely exceeding 
150 ccm. Emphasis is put upon the observation 
that in cases demanding ether, say 10 per cent, 
the amount needed is very small, not over a few 
drams, with very marked lack of the undesirable 
effects following large doses of ether alone. 

Abdominal distention is perhaps greater after 
scopolamine and morphine, than after ether alone, 
but cocaine by its stimulating action counteracts in- 
testinal paresis, and pituitrin will aid peristalsis and 
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muscular tone. He enumerates the kind of opera- 
tions done by the method, including head, neck, 
thyroidectomies, chest, abdomen, hernias, inguinal, 
femoral, and ventral, vagina, perineum, extremities. 
For mere examinations he recommends half the dose. 

Summarizing, the following points are to be 
noted: (1) The injection is made one and one-half 
hours before operating. (2) The patient is very 
gently moved. (3) The patient is undisturbed by 
the cocaine injections. (4) The breathing is quiet, 
not rough and snoring. (5) There is no trouble 
from secretion of mucus and saliva. Vomiting is 
rare. (6) Any depressant action on the thyroid 
is an advantage in goiter operations. (7) The 
after-effects are nil. (8) After-pain in the wound is 
diminished. (9) Shock is absent. (10) Insuf- 
ficient local analgesia or muscular relaxation can 
be overcome by injections of large quantities of 
salt solution with a minute dose of cocaine. 

F. W. PINNEO. 


Boldt, H. J.: Spinal Anesthesia (Spinale Anisthesie). 
Zentralbl. f. Gyndk., 1915, XXXix, 337. 


Boldt believes that since the introduction of 
novocaine, spinal anesthesia may advantageously 
be used to replace inhalation anesthesia in many 
cases, particularly in patients with respiratory, 
kidney, or heart disease, degeneration of the heart 
muscle, obesity, and diabetes. Since using novo- 
caine he has never had any serious by-effects. No 
deaths have been reported from the use of novo- 
caine. The headache, temporary paralysis, etc., re- 
ported by some authors, he thinks is due to defec- 
tive tochaiquee. Since he has adopted the plan 
of removing 1% to 1 ccm. more of fluid from the 
spinal canal than he injects and very carefully re- 
moving the iodine from the site of the injection 
with alcohol he has had no trouble from headaches. 
He gives a ro per cent solution of novocaine-supra- 
renin. When a weaker solution was used he has 
sometimes had to supplement the anesthesia with 
ether. Enough morphine and scopolamine are 
given before the operation to keep the patient in 
twilight sleep during the operation. A. Goss. 
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Frazier, C. H.: Operative Treatment of Head 
Injuries. Internat. J. Surg., 1915, xxviii, 183. 


The author regards contusion as a lesion without 
any demonstrable injury to the cerebral structures. 
The symptoms, therefore, must of necessity be 
transitory if not immediately fatal; hence surgical 
intervention is not indicated in this condition. If 
following an injury to the brain the symptoms per- 
sist beyond immediate shock, the condition is one 
of contusion, presenting a definite pathological 
lesion. 


Adam, L.: Local Anesthesia of the Abdominal 
Cavity (Uber die Anisthesierung der Bauchhohle). 
Deutsche Ztschr. f. Chir., 1915, cxxxiii, 1. 

Adam reviews the previous work in local an- 
zsthesia for abdominal operations and describes 
that done at Prof. Dollinger’s clinic in Budapest. 
Experiments have shown that the intestine, stom- 
ach, and other abdominal organs are not sensitive, 
but that to operate without pain it is necessary to an- 
zsthetize the skin, the layers of the abdominal wall, 
the parietal peritoneum, and the lesser omentum. 

To anzsthetize the whole abdomen and pelvis, 
the intercostal nerves and the cofnmunicating 
branches from the fifth dorsal to the third lumbar 
vertebrae must be injected. The technique. is 
described with an illustration and a diagram of the 
position of the nerves. One per cent novocaine 
was used as the anesthetic. It was used in 18 
cases of cholecystectomy, 95 of appendicitis, 30 of 
umbilical hernia, 7 of epigastric and abdominal 
hernia, 2 of cyst of the pancreas, 1 of extirpation 
of the spleen, 2 of cholecystenterostomy, 2 of gun- 
shot wounds of the abdomen, and 18 exploratory 
laparotomies. In only a few cases was it necessary 
to resort to inhalation anesthesia. There were un- 
pleasant by-effects in only 3 cases. One patient 
had hysterical spasms after the first injection so that 
the operation had to be postponed; 2 became very 
pale and the pulse ran up to 120, but they were 
normal by the end of the operation. 

This method has several advantages over inhala- 
tion anesthesia; the patients do not feel the de- 
pression that they do after general anesthesia; 
vomiting is rare and is never so severe or prolonged 
as in general anesthesia; there is never dilatation of 
the stomach or aspiration pneumonia. Some 
operators object to the method because of the great 
number of injections and the large amount of the 
anesthetic necessary, but these objections can 
doubtless be overcome to a great extent by a closer 
study of the innervation of the regions affected and 
by improved technique. The work that has already 
been done proves that local anesthesia in abdominal 
operations is quite feasible. A. Goss. 
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Frazier divides the latter i injury into four groups 
as follows: 

1. Slight injury in which recovery is certain 
without operation. 

2. Damage to. the brain so great that death is 
unavoidable. An important diagnostic point in 
this group is the high temperature, ranging from 
102° to 105°. A rapidly rising temperature is al- 
ways indicative of a serious central lesion. 

3. Conditions that while serious do not threaten 
life. 

4. The condition in which the patient survives 
the immediate period of shock, followed by symp- 
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toms of intracranial tension, becoming progressively 
more serious. 

The author believes that subtemporal decom- 
pression should be reserved for the last group only 
where there is danger that the increasing tension 
will overwhelm the vital centers. He recommends 
lumbar puncture from a diagnostic standpoint, in 
that the presence of blood-stained cerebrospinal 
fluid indicates definite pathology; also from a 
therapeutic standpoint to reduce intracranial ten- 
sion. He protests against the common practice of 
discarding depressed fragments. He thinks they 
should be thoroughly cleansed in warm saline solu- 
tion, broken up in small fragments, and immediately 
re-implanted. This is followed less frequently by 
epilepsy than where the cranial defect is left. He 
recommends the examination of the eye-grounds to 
determine the extension of intracranial tension. He 
does not discuss the operative technique. A 
guarded prognosis should always be given, and a 
prolonged period of physical and mental rest ad- 
vised. Henry J. VAN DEN BERG. 


Gilmer, T. L.: Resection of the Bone for Protru- 
sion of the Mandible. Surg., Gynec. & Obst., 
1915, XX, 735- 

The operative procedure was as follows: Casts 
of both jaws were made, also radiographs for each 
side of the mandible. From these the size and 
shape of the segments of bone to be removed to 
correct the deformity were calculated. 

The bone was exposed at the angle. Two-thirds 
of the incision in the bone just back of the angle 
from the base upward was made with a circular 
saw; holes were then drilled in the bone anterior 
and posterior to the incisions and heavy silver 
wires inserted in the holes. The remaining uncut 
portion of the bone was removed by a rongeur and 
chisels. 

Previous to the administration of the anesthetic, 
bands were fitted to two of the teeth on each side, 
above and below. The two bands on each jaw were 
connected by bars being soldered to them, and the 
bands were cemented to the teeth. After removal 
of the segments the teeth were occluded and the 
bars of the lower jaw lashed to those of the upper. 
The heavy wires passed through the bone were then 
twisted, drawing the two ends of the bone into 
close apposition, the ends being smoothed and bent 
down. The soft tissues were then approximated. 
Since no opening was made in the mouth there was 
no infection, therefore there was primary union of 
both bone and soft tissue. The bands and wire 
lashings were removed in six weeks with perfect 
union. The result was perfect. 


Miller, P.: Covering Gaps in the Skull with Bone 

from the Sternum (Deckung von Schideldefek- 

ten aus dem Sternum). Zentralbl. f. Chir., 1915, 
xlii, 409. 

Bone is undoubtedly the best substance for 

repairing defects in the skull. The sternum is 
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well adapted for this purpose because it is easily 
accessible, the bone is spongy and a piece of the 
desired size and shape can easily be removed. 
Miiller describes two cases in which he has made 
use of it. One was a small gap and the dura was 
not injured. Within a month the new bone had 
grown fast to the skull bone and the patient was 
discharged completely cured. The second was 
larger and the dura was destroyed. A flap of fat 
from above the sternum was used as a substitute 
for the dura; the bone flap from the sternum was 
applied with the periosteum outward. The bone 
flaps were cut to fit the gap exactly so it was not 
necessary to fasten them in place. The bone was 
flexible enough so that it could be bent to conform 
to the shape of the skull. The wound healed by 
first intention. Both operations were performed 
under local anesthesia, and the results were so 
satisfactory that he commends the method for 
further use. A. Goss. 


Duval, P.: Three Cases in Which Metal Plates Were 
Used to Repair Skull Defects (Réparations des 
pertes osseuses craniennes dans les plaies de guerre. 
Trois cas de prothése cranienne par plaques metalli- 
ques). Bull. et mém. Soc. de chir. de Par., 1915, x\li, 
1228. 


Duval gives the histories of three cases in which 
he used metal plates to fill in gaps in the skull 
created by gunshot injuries. The results were 
excellent in all the cases and the brain is perfectly 
protected. The defects were extremely large; in 
one case 9.5 by 7.5 cm., involving the whole tem- 
— region and extending down to the base of the 
skull. 

In two of the cases there was cicatricial tissue 
involving the skin, dura mater, and cortex. He used 
aluminum plates 0.4 mm. thick; these were used 
simply because they were the only thing at hand. 
There will be some degree of absorption from these 
plates, and it might have been better to use some 
other metal, from which there would have been no 
absorption. He cut the metal plates in the shape 
of the wound and left little projections, which were 
pushed in between the tables of the skull. The 
technique is very simple and does not require any 
special instruments, which is a great advantage in 
military surgery. He thinks it is the best method 
for repairing loss of substance in the skull. 

A. Goss. 


Ayer, W. D.: The Pathology of Brain Tumors. 
Albany M. Ann., 1915, Xxxvi, 219. 


Ayer gives a list of the tumors found in the brain, 
their relative frequency, origin, pathological nature, 
and characteristics. He says almost every form of 
new-growth may occur in the cranial cavity. Tu- 
berculoma and gumma are inflammatory in nature 
or are infectious granulomata and not true tumors. 
Glioma is the most common type of true tumors. 
The records of the Bender Hygienic Laboratory of 
Albany show a series of 28 brain tumors: 12 glioma, 
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5 sarcomata, 1 endothelioma, 1 tuberculoma, 3 
gummata, 2 cholesteatomata, 1 psammoma, 1 
carcinoma, and 2 lipomata, which corresponds 
with reports he gives from the National Hospital, 
London, and from Cushing’s operative cases. 

He defines tumor as a new formation of cells 
possessing the various characteristics of the cells 
from which it arises and tends to proliferate con- 
tinuously and without control. He then gives the 
various characteristics of the tumors. Glioma is 
rarely sharply circumscribed, but merges imper- 
ceptibly into the brain tissue which makes it often 
unfavorable for operative removal. Of the 12 
gliomata, 3 are given as of the parietal lobe, 2 frontal, 
2 cerebellar, and 5 in the basal ganglia. Sarcoma 
is more apt to be encapsulated and firm, and to 
compress and indent the brain tissue, thus being 
more favorable for operation. Of the 4 reported 
cerebral sarcomata, 3 were primary and 1 secondary. 
He says as a brain condition endothelioma most 
commonly occurs as a circumscribed growth in 
the dura mater. Syphiloma, or gumma, is most 
often found at the base of the brain, and with symp- 
toms pointing to a tumor at this location one should 
suspect such a tumor. The frontal and parietal 
regions are the next most frequent locations. The 
pia-arachnoid is primarily involved with extensions 
into the cortex. Because of the slowness of absorp- 
tion of this granulation tissue by therapeutic means, 
operative removal of accessible gummata may be 
indicated. Carcinoma is always a secondary or 
metastatic tumor in the brain. Tumors of the 
pituitary and pineal gland usually occur as simple 
hypertrophies or adenomata. 

The characteristic appearance of a brain with a 
tumor is: increased intensity of the membranes, 
flattening of the convolutions through pressure, 
and a distention of the ventricles with fluid, asym- 
metry of the two hemispheres with increased re- 
sistance over the affected side, and increased weight. 

Tumors may be found in any part of the brain 
and at any age. The symptoms depend almost 
entirely upon its location, size, and the amount of 
atrophied and destroyed brain tissue. Only a very 
small proportion afford a favorable field for surgical 
intervention. Car R. STEINKE. 


Pollock, L. J.: Tumor of the Third Ventricle. 
J. Am. M. Ass., 1915, Ixiv, 1903. 


Tumors of the third ventricle are divided into 
three symptomatic groups: (1) tumor of moderate 
size situated in the floor of the third ventricle, 
presenting symptoms of internal hydrocephalus; 
(2) small movable tumors so situated as to obstruct 
the foramen of Munro — these are very rare, only 
one case having been observed; (3) tumors which 
either extend into the aqueduct of Sylvius, or exert 
pressure on the posterior portions of the cerebral 
peduncles and pons and give rise to (a) disturbance 
of ocular movements, (b) large pupils, (c) pro- 
truding eyeballs and general symptoms of tumor 
cerebri. 


Pollock reports the case of a female, aged 48, a 
dressmaker, whose family and past history were 
negative. Eight months previous her memory be- 
came defective. She became stuporous and som- 
nolent; was careless of her appearance, untidy, 
and filthy. She was troubled with dizziness and 
headache, and she lost in weight. 

Physical examination was negative with the 
exception of high tension pulse. The urine showed 
a trace of albumin, pus and blood-cells, but no 
sugar. 

Neurological examination showed that the patient 
stood with lordosis, swayed in the Romberg position, 
her gait was shuffling, toes pointed outward, and 
she walked with short increasing steps. The facial 
muscles were normal; there was no ocular paresis, 
nystagmus, or exophthalmos. Her articulation was 
defective and slurring. 

Passive movements showed a general increase 
of resistance. There was a slight tremor of the 
fingers, more pronounced on the right side. 

Coérdination tests were normal. Pain and touch, 
heat and cold sensations were not well responded to. 

The eye reflexes were normal, epigastric and ab- 
dominal present on the left, absent on the right. 
The Gordon sign was absent; knee jerks, increased; 
bilateral ankle clonus present. 

The special senses were normal with the exception 
of a slight derangement in taste. 

Noguchi and Nonne-Apelt tests of cerebrospinal 
fluid were negative, but the Fehling test was strongly 
positive. 

The patient was passive, took no interest in sur- 
roundings, and did nothing spontaneously. She 
was entirely disoriented, retained no memory, but 
had no sense of falsification or delusional trend. 
She showed extreme mental dilapidation, but was 
without localization signs. 

All the symptoms gradually increased and weak- 
ness became more profound until death occurred 
four months later. 

Post-mortem examination of the brain showed a 
tumor of the third ventricle, composed of encysted 
colloid growth, occluding the foramen of Munro on 
the right side, and partially entering the left lateral 
ventricle. It compressed the right optic thalamus 
and dragged the septum lucidum and fornix to the 
right, separated the corpora albicantia and rested 
on the infundibulum, but did not press on the red 
nucleus or pineal gland. The choroid plexus of 
both sides were cystic. 

Microscopically the tumor consisted of an en- 
capsulated colloid cyst originating from a glioma. 

This case falls into the third group of Weisen- 
burg’s classification. P. M. CHAsE. 


Ransohoff, J.: The Status of Cerebral Surgery. 
Lancet-Clin., 1915, cxiii, 537. 

The author concerns himself with a discussion 
of the different diagnostic and operative methods 
as used in cerebral injuries, drawing his conclusions 
from his experience. 
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In this field, between what is sought and what is 
found there is very often the greatest discrepancy. 
Moreover, though trephining, per se, is a simple 
operation, yet the immediate and remote results 
often are astonishing. The author cites a death 
which occurred on the table from uncontrollable 
bleeding from large diploic veins, and one occurring 
three years after a trephine with uneventful recov- 
ery from an abscess under the area trephined. 

Ransohoff objects to the modern tendency of 
decompressing every cerebral injury, as being 
unwarranted. He also shows that in 200 cases 
37 per cent of the fatal ones died within 6 hours 
or less, and 56 per cent within the first twelve hours. 
He does not recall, except in one or two instances, 
where operation helped when the case seemed 
hopeless. Repeated lumbar punctures, however, 
are advised in these cases. 

In those cases where consciousness is not lost, 
or there is a mild degree of coma and no grave 
intracranial trauma is indicated, operation is not 
advised unless pressure or distinct localizing 
symptoms supervene. Eighty per cent recover 
without operation. In those showing increased 
pressure symptoms, however, decompression will 
save a considerable proportion. 

As regards the location of the trephine, the most 
common situation and the one oftenest indicated 
is in the subtemporal region. 

In the cases of abscesses, sinusitic or otitic in 
origin, the otologist is far better than the general 
surgeon. In cerebral abscesses, recovery is likely 
if they are meningeal or meningocortical; death if 
they are deep-seated. 

In the author’s judgment, trephining for brain 
tumors has proved a disappointment. With some 
few-exceptions, failures to find the growth outnumber 
the successes. This is probably due to the lateness 
in time of their study by competent hands, as the 
important symptoms are the early ones which 
later on are masked by those of increased tension; 
also to the fact that the majority of growths are 
gliomata, which as Virchow puts it, “simply look 
like overgrown convolutions.” 

Even with the removal of the tumor, excepting 
the acoustic area and the hypophysis, the end- 
results are not satisfactory. Ransohoff quotes 
three of his cases to show what the outcome is, as a 
rule. 

In the case of cysts of the brain, often the diag- 
nosis even at operation is so obscure that there is 
no united opinion as to the real condition. 

The author doubts very much that the brain is 
as innocuous to puncture and exploration as it is 
supposed to be. It is well shown by the statistics 
_ of operations for brain tumors that the fatality grows 
with the difficulties of locating the growth. Hzm- 
orrhage and secondary softening invariably follow 
any exploration of brain substance. 

With the exception of Cushing, who lately re- 
ported 16 deaths in 136 operations for brain tumors, 
the mortality runs from 38 to 55 per cent. 
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Although the majority of men favor the two-stage 
operation, the second stage under local anesthesia, 
Cushing and Horsley remain antagonistic to it. 
The advantage of the two-stage operation lies in 
the fact that the trephine alone relieves the symp- 
toms greatly, and the local anesthesia in the second 
stage prevents disturbance of the cortical circulation. 

In conclusion the author gives a short discussion 
of generalized idiopathic epilepsy from a surgical 
standpoint and states that it is his belief that 
surgery has very little to offer in this field. The 
idea that this epilepsy is due to a toxin the author 
believes very unlikely. However, further study on 
the brain along surgical lines is advocated. 

M. CHASE. 


NECK 


Mayo, C. H., and Plummer, H. S.: Goiter and 
Life Expectancy. Lancet-Clin., 1915, cxiii, 649. 


The authors believe that the only reason for total 
removal of the thyroid is malignant degeneration, a 
condition occurring in less than one per cent of the 
operations on more than 1,300 new cases of goiter 
seen in the Mayo Clinic in 1914. The pressure of 
simple goiter in the intrathoracic or substernal 
region may endanger life. Simple goiters are sub- 
ject to degenerations, fibrous, cystic, or calcareous. 
A change may occur which produces symptoms like 
the worst features of exophthalmic goiter and more 
unfavorable as the degenerations are terminal. 
The intoxications from non-hyperplastic goiters may 
be divided into (1) those in which cardiac toxin pre- 
dominates, (2) those simulating Graves’ disease. 

The patients in the series gave a history of having 
first noted their goiter at the average age of 22 and 
the evidence of intoxication at the average age of 
36.5. The corresponding ages for hyperplastic 
goiter were 32 and 32.9. An oversecretion of the 
thyroid occurs in exophthalmic goiter as is evidenced 
by the ever present hyperplasia. The excess of se- 
cretion may produce the following symptoms: 
cerebral stimulation, vasomotor disturbances of the 
skin, tremor, mental irritability, tachycardia, loss 
of strength, cardiac insufficiency, exophthalmos, 
diarrhoea, vomiting, mental depression, and jaun- 
dice. Some patients die in the first months, a 
slightly larger number in the latter half of the first 
year. Operations often aided by medical treatment 
cure about 70 per cent of exophthalmic goiters 
and notably improve about 16 per cent more. The 
progress of the disease is checked in 4 or 5 per cent 
of patients operated on after the degeneration of 
the essential organs has become permanent. The 
immediate mortality in exophthalmic goiter may be 
placed at about 3 per cent. Two hundred seventy- 
eight consecutive patients were operated on at the 
Mayo Clinic without a death. The mortality in 
simple goiter is negligible, in degenerating simple 
goiter at least 2 per cent higher than in exophthal- 
mic goiter. There are relapses in about ro per cent 
of both exophthalmic and degenerating simple goiter. 
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Blair, V.P.: Indications for Operative Interference 
in Goiter.. J. Am. M. Ass., 1915, lxiv, 1896. 

The author gives a brief résumé of the goiter 
problem, with operative indications in the different 
groups of cases. 

Goiters cause trouble by mechanical pressure and 
intoxication, either of which may be very acute or 
very insidious. Although all goiters giving symp- 
toms of intoxication have been grouped under 
“exophthalmic,” later writers have divided this 
group into (1) true exophthalmic and (2) toxic, 
simple goiters. The former showing true hyperplasia 
and 50 per cent exophthalmos, the latter never. 

Goiters are now divided clinically into (1) true 
exophthalmic; (2) toxic, simple; (3) non-toxic, 
simple; (4) simple; (5) inflamed; (6) malignant. 

Kocher first advocated partial excision of the 
thyroid in the exophthalmic, and today this prin- 
ciple is generally accepted. There is always a 
proportionate reduction of the toxicity. 

Failures are due to (1) mistaken diagnosis; (2) 
“burnt out” goiters with permanent degenerative 
changes; (3) removal of an insufficient amount of 
thyroid tissue. Blair recommends the _ initial 
removal of a lobe and a half. 

Operation at the height of a crisis is inadvisable, 
and the crisis should be tided over by galvanism, or 
ligation of arteries, until a subsidence of the active 
toxic symptoms. 

The réle of the thymus in goiter, the author be- 
lieves, is at present an open question. Prominent 


operators are found on both sides of the question. 


Toxic, simple goiters are to be treated by ex- 
cision of the more evidently diseased parts of the 
gland. Results of radical operation are usually 
excellent, but care must be taken to make an exact 
diagnosis. This also applies to the true exophthal- 
mic group. 

Only the ordinary adolescent, and certain non- 
degenerating, colloid goiters of the non-toxic, simple 
group are amenable to medical treatment. Surgery 
should be applied only in exceptional instances; 
i.e., pressure, interference with recurrent nerve, 
rapid growth, substernal growths, and pain. 

Malignant goiters, if movable, should be removed, 
but the diagnosis is usually made post-operative. 


SURGERY OF 
CHEST WALL AND BREAST 


Marshall, H. W.: Late Results of Surgical Treat- 
ments for Flexed Scapule. Boston M. & S. J., 
1915, clxxii, 812. 

Anatomical variations of the scapule are very 
common, and extreme degrees of these peculiarities 
often possess pathological significance. The pa- 
tients having these pathological conditions fall 
under three groups: (1) those who should receive 
prompt surgical care; (2) those who should delay 


In pregnancy, with exophthalmic goiter, either 
death or spontaneous recovery is likely to occur 
toward the end of the pregnancy. Operation, 
other than simple ligation, is usually followed by 
abortion. 

The conclusions are as follows: 

1. Active, toxic, simple goiters and exophthalmic 
goiters should be reduced in size or activity by some 
sort of operation. 

2. Adolescent goiters, with exceptions, require 
no surgery. 

3. Simple goiters are handled according to the 
indications of the case. 

4. Pregnancy greatly increases the radical, op- 
erative risk. P. M. Cuase. 


Jehn, W.: Operative Removal of Large Intra- 
thoracic Goiters (Die operative Entfernung 
grosser intrathorakaler Strumen). Deutsche Ztschr. 
f. Chir., 1915, cxxxiii, 25. 


Jehn describes five cases of operation for large 
intrathoracic goiters, weighing up to 500 gms. The 
most prominent symptoms in these goiters are due 
to pressure on the trachea and veins, causing dysp- 
noea, cyanosis, and venous stasis. The operation 
was rendered much easier by the use of a positive 
pressure apparatus; the dyspnoea disappeared, the 
patients breathed quietly, hemorrhage was slight 
and air embolism was prevented. 

The tumors were so vascular that it would have 
been very dangerous to divide them, so they were 
shelled out intact. A longitudinal slit was made in 
the manubrium about 4 to 6 cm..long, and this 
widened the upper opening of the thorax about 
1.5 cm., making the removal of the goiter easy. This 
procedure is preferable to splitting the entire ster- 
num and removing the goiter through the cleft. 

Four of the operations were performed under 
local anesthesia, and the author now thinks that 
it would have been better to perform the other one 
in this way too. All of the patients were greatly 
relieved by the operation, but one of them died of 
pulmonary embolism three weeks after the opera- 
tion. She had been in a practically hopeless con- 
dition with attacks of suffocation when admitted 
to the hospital. A. Goss. 


THE CHEST 


having operative interference; (3) the borderline 
class. Under the first group the author includes 
patients of adult age whose painful symptoms are of 
several years’ duration, associated with otherwise 
fairly good health. In addition, there should be 
localized tenderness, combined with abnormal 
crepitus of the shoulder-blades. In addition, ex- 
tremely acute cases of shorter duration should be 
included in this group. The non-operative group 
comprises adult cases of moderate severity who 
have received no treatment, and youthful patients 
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who have mild symptoms. The last more doubtful 
group contains the moderately severe types of one 
to six months’ duration, mild cases of several months 
to one year’s duration, and the class of neurasthenic, 
debilitated patients who present signs of scapular 
irritation. The author cites the histories of 11 
cases and summarizes them as follows: 

Six of the 11 patients operated on returned for 
observation and 2 reported by letter. Six of these 
8 thought they had been much benefited, 1 could 
not make up her mind, and 1 said she could use her 
arms just as freely as before the surgical treatment. 
The 3 persons who had not been heard from recently 
were all improved when they were seen soon after 
leaving the hospital. None say they are any worse, 
and no weakness or other objectionable after- 
effects that can be ascribed justly to surgery have 
been discovered in any of them. With regard to 
time for recovery, acute symptoms in all subsided 
by the time the operation wounds healed sufficiently 
to permit the patients to leave the hospital; and in 
three months the large majority had good function 
in the shoulders again. In a year’s time some of 
the most protracted cases had been perfectly 
relieved. 

Neurasthenic pains in the arms in growing or 
debilitated persons were not relieved by scapular 
operations. 

Non-operative treatments—shoulder-braces, me- 
dicinal tonics and eliminants, hydrotherapy, and 
exercises—should always be tried first for a month 
or more whenever circumstances permit. Many 
mild cases recover without surgery, and the latter 
should be employed only when subsequent advan- 
tages seem to overbalance the slight dangers and in- 
conveniences of the operation itself, and when 
patients seem to be of suitable type. The most 
favorable cases are middle-aged persons otherwise 
in good health, and the most unfavorable conditions 
are found in young individuals from fourteen to 
eighteen years of age who are nervous and debili- 
tated. DeForest P. WILLARD. 


Wilensky, A. O.: Empyema of the Thorax. 
Gynec. & Obst., 1915, Xx, 647. 


Following the plan outlined in the first paper of 
the author’s series, a critical study is made of 82 
cases of chronic empyema sinus, which were treated 
at Mount Sinai Hospital, New York, in the last ten 
years. 

The author believes that the great majority of the 
cases are due to faulty mechanical conditions in the 
thorax, or to primary conditions in the lung which 
have not been remedied. In the minority of 
cases the chronic sinus results from some fault in 
technique. The conclusions drawn are as follows: 

1. In 75 per cent of the patients the cause for the 
formation of the chronic sinus was present from 
the very inception of the disease. These can be 
grouped as follows: 

_ (a) Fifty-two per cent had uncollapsible cavi- 
ties. 
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(b) Seven per cent had lung abscesses, or broncho- 
pulmonary fistula, or both. 

(c) Fifteen per cent were tubercular in origin. 

2. Excluding the tubercular cases, which present 
a special problem—that of the cure of tuberculous 
infection—6o per cent of the patients owed their 
chronic sinuses to conditions which were present 
and not remedied at the primary operation. 

3. The method of operation for acute empyema 
must permit of a thorough examination of condi- 
tions in the chest, and the removal or correction 
of any lesion which tends to the formation of 
chronic sinuses. 

4. The remaining 25 per cent of the patients 
owed their chronic sinuses to faults in the after- 
treatment, which with good care can and should be 
eliminated. 


Zinn, W., and Geppert, F.: Pneumothorax Treat- 
ment of Pulmonary Tuberculosis (Beitrag 
zur Pneumothoraxtherapie der Lungentuberkulose. 
Beitr. z. Klin. d. Tuberk:, 1915, xxxiii, 111. 


Zinn and Geppert discuss 85 cases in their prac- 
tice in which pneumothorax treatment was indicated; 
in 21 it could not be applied on account of pleuritic 
adhesions, leaving 64 cases treated by pneumothorax. 
Complete collapse of the lung was attained in 31 of 
these, incomplete but effective collapse in 26, and 
judgment is still suspended in 7. As to results, 7 
of the cases were clinically cured, 17 or 37.5 per cent 
much improved, most of them able to return to 
work, 5 were unaffected, 2 were unfavorably af- 
fected so that the treatment was given up, 9 died 
during treatment, but most of these had been 
hopeless cases to start with, and 24 are still under 
treatment. As to complications, there was sterile 
exudate in 22 cases, sterile empyema in 4, infected 
empyema in 3, perforation of cavities in 3, great 
displacement of the mediastinum in 6, slight hamop- 
tysis in 7, fever after the insufflation of the gas in 
12, secondary adhesions in 4, further progress of the 
disease on the other side in 3, and air embolism in 1. 
The cases are presented in tabulated form and the 
article is followed by a bibliography of 70 titles. 

Pneumothorax is indicated in a comparatively 
small number of cases, but in view of its results in 
cases that are hopeless by any other method, it is 
of great value. It is indicated in chronic unilateral 
tuberculosis with diffuse infiltration and beginning 
destruction of lung tissue. No matter how severe 
the process on one side the treatment is hopeful if the 
other side is sound or nearly so. As the method is 
harmless Forlanini is urging its use in earlier cases 
than formerly. It should not be used in acute 
cases, especially caseous pneumonia. It is contra- 


indicated if the pulmonary tuberculosis is com- 
plicated by tuberculosis of the intestine, kidneys, 
bones, or joints. It 
heart-disease. 
Brauer’s incision method is preferred to the 
puncture method as it offers no especial difficulty 
The amount of nitrogen in- 


is also contra-indicated in 


and is much safer. 
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jected at first averaged 700 to 800 ccm. They no 
longer use more than 1,000 ccm. for the first insuf- 
flation and seldom less than 500. Two patients 
were so excited as to require chloroform anesthesia; 
local anesthesia was sufficient in all other cases. 
The next insufflation takes place generally after two 
or three days, using 400 to 500 ccm. of nitrogen. 
After that insufflations are given at intervals of 
about a week for 114 to 2 months, when complete 
collapse is attained. After that insufflations are 
given every two to four weeks throughout the 
treatment, which lasts a year or more. Of course 
the details must be varied to suit the case, and 
every case must be kept under clinical and réntgen 
observation throughout treatment. To attain the 
desired results the lung must be kept absolutely at 
rest. 

The development of an exudate does no harm and 
may even exert a favorable effect, as it aids in the 
compression of the lung. It was necessary to punc- 
ture for the exudate in only a few of the authors’ 
cases. Brauer recommends frequent puncture, but 
they undertake this only if there is fever or signs 
of too great pressure. 

Of course the usual hygienic treatment should 
be given in conjunction with pneumothorax, and it 
is useless to give it in cases of such limited intelli- 
gence or where the economic conditions are so poor 
that hygienic rules will not be carried out. 

A. Goss. 


Jessen, F.: Operative Treatment of Pulmonary 
Tuberculosis (Die operative Behandlung der 
Lungentuberkulose). Wairzburg. Abhandl. a. d. 
Gesemtgeb. d. prakt. Med., 1915, xv, 63. 


Advanced pulmonary tuberculosis is not only a 
coger and bacterial disease, but it also 
offers a mechanical problem, which surgery has 
attempted to solve. Though the results of surgery 
cannot be so good as they are in other diseases 
where the general condition is better, still surgery is 
justified in advanced cases of tuberculosis that show 
no signs of yielding to other methods of treatment. 
The surgical methods that have been, advocated 
and used are: (1) extirpation of the tuberculous 
lung; (2) opening of cavities; (3) artificial pneumo- 
thorax; (4) extrapleural thoracoplastic operations: 
(5) pleurolysis and plugging cavities; (6) section of 
the phrenic nerve and stretching of the sympathetic; 
(7) ligation of the pulmonary artery; (8) operations 
on the upper opening of the thorax, such as Freund’s 
and Henschen’s. 

Extirpation of the tuberculous lung is seldom suc- 
cessful, because it is seldom that one lobe alone is 
involved to the exclusion of the others. The author 
also thinks the chances of success by opening tuber- 
cular cavities are slight. He considers artificial 
pneumothorax as probably the most successful 
surgical method of dealing with pulmonary tubercu- 
losis and devotes more than half of his monograph 
to its discussion, reviewing the history, technique, 
and indications. When used for the proper indica- 
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tions, that is, in unilateral disease with very slight 
adhesions, he has found it successful in about 30 
per cent of the cases to the extent of restoring the 
patients so they are able to return to work. In 
cases where pneumothorax cannot be performed on 
account of extensive adhesions plastic operations 
on the thorax are indicated. Of the various methods 
which are described the author prefers Sauerbruch’s, 
which is a complete thoracoplasty; that is, removal 
of segments of all the ribs through a hooked in- 
cision which is really the posterior part of Schede’s 
incision. This allows complete collapse of the 
thoracic wall and therefore complete compression of 
the lung. Brauer and Friedrich’s and Wilms’ opera- 
tions are less extensive and also, he thinks, less 
effective. As the operation is such a severe one it 
should be used only where pneumothorax is impos- 
sible and where there is little hope of the patient’s 
recovery without it. 

A less severe method which has given excellent 
results in some cases is, after resection of a rib, 
to separate the pleura from the inner wall of the 
thorax, and fill the cavity with some suitable 
material, usually paraffin or fat tissue. This 
operation is indicated in cases of localized cavities 
and in cases where pneumothorax is impossible and 
where thoracoplasty is impossible or unnecessary. 
It has been suggested that the lung can be placed 
at rest by cutting the phrenic nerve, and good results 
have been reported by several surgeons. Jessen 
thinks that section of the phrenic does paralyze that 
side of the diaphragm, but that the effect on the 
lung is slight. It should be used as a supplement to 
other operations, rather than as an independent 
operation. Attempts have also been made to 
produce contraction of the lung by cutting off its 
blood supply by ligating the pulmonary artery. 
Schumacher thinks that this is a less dangerous 
operation than thoracoplasty, and that in some cases 
it is a good preliminary operation to thoracoplasty, 
because the contraction produced by it prevents 
aspiration pneumonia and fluttering of the mediasti- 
num, but it is often difficult to get at the artery 
because of adhesions and cicatrization. The opera- 
tions of Freund and Henschen on the upper opening 
of the thorax are based on the idea that stenosis of 
the upper opening of the thorax predisposes to dis- 
ease of the apex. Freund proposes to overcome 
this by sectioning the first costal cartilage. Hen- 
schen resects a piece of the paravertebral arch of the 
first and second ribs. Jessen thinks that section of 
the first cartilage has an unfavorable rather than a 
favorable effect on apical tuberculosis as it does not 
produce better eration of the apex, and conduces 
to movement rather than rest of the apex, which is 
indicated. 

There is no doubt that surgery of the lung saves 
many patients from death for varying periods and 
restores them to a much better condition than they 
could have enjoyed without it. The treatment of 


the future will be a combination of climatic and 
chemical with operative treatment. 


A. Goss. 


SURGERY OF THE CHEST 


Leschke, E.: Treatment of Empyema by Irrigation 
Drainage (Uber die Behandlung der Brustfelleiter- 
ung mit Spiildrainage). Berl. klin. Wehnschr., 1915, 
lii, 549. 

Two methods of treatment of empyema have 
heretofore been used: rib resection and siphon 
drainage. The former is a rather serious operation 
and produces pneumothorax; the latter does not 
entirely empty out the pus. 

Leschke proposes a method which he claims ob- 
viates these difficulties. The wall of the thorax is 
anesthetized and two trocars are introduced and 
then withdrawn and catheters inserted into the 
openings. The pus flows out slowly, and what does 
not come out spontaneously is removed with an 
aspirator. One catheter is then connected with an 
irrigator and the other with a tube filled with water, 
the tube being immersed in a bucket of water 
beside the bed. The pleural cavity is then irrigated, 
slowly so as to avoid variations in pressure and com- 
pression of the lung. The author has used physi- 
ological salt solution, though it is possible that 
mildly antiseptic solutions might be used with ad- 
vantage. Irrigation should be continued until the 
water comes out clear. In the beginning sometimes 
as much as five liters is necessary, but the amount 
grows less as the suppuration decreases. Two to 
four irrigations are given daily. 

After the irrigation has been completed the 
catheter connected with the irrigator may be used 
for siphon drainage, by connecting it with the vessel 
of water by means of a tube filled with water. The 
catheter should always be clamped before removing 
the tube to avoid the entrance of air into the pleural 
cavity. Two cases are described, one of empyema 
following pneumonia and the other of pyopneumo- 
thorax, réntgen pictures being given of both prior- 
and after-treatment. A. Goss. 


Borelius, J.: The Treatment of Metapneumonic 
Empyema (Die Behandlung der metapneumon- 
ischen Empyeme). Nord. med. Ark. (Kirurgie), 
1915, xxv, Part 2, No. 8. 


In regard to the treatment of tuberculous em- 
pyema and the septic or putrid type there is con- 
siderable uniformity. All agree that the latter 
is best treated early with thoracotomy, while the 
former is treated by thoracentesis if any direct 
treatment is necessary. In regard to the treatment 
of pneumococcic or metapneumonic empyema, how- 
ever, considerable difference of opinion exists. Ex- 
perience, however has taught that these ailments 
may be cured by simple paracentesis alone, especial- 
ly in children, among whom this form of empyema is 
very common. 

The author reports 34 cases of metapneumonic 
empyema, of which 27 were cured and 7 died. Of 
5 cases treated with thoracentesis, 4 were cured and 
1 died, duration of treatment averaging 37 days. 
Twelve were treated with primary thoracentesis 
and secondary thoracotomy; of these 10 were cured 
and 2 died, duration of treatment being 107 days. 
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Seventeen were treated with primary thoracotomy; 
of these 13 were cured and 4 died, time of treatment 
averaging 52 days. 

Thoracentesis was performed in cases in which 
only a small amount of pus was present, the largest 
quantity aspirated being gooccm. It was repeated 
once or twice, but if the temperature and general 
condition of the patient and the focal findings did 
not improve, thoracotomy was performed. Of the 
17 cases in which primary thoracotomy was per- 
formed, 4 died; the death, however, being due, not 
to thoracotomy, but to other complicating causes. 
The reason why these were treated with primary 
thoracotomy is that aspiration was a failure in a 
number of cases on account of the thick pus; in 
others the extent of the empyema and the poor 
general condition of the patients necessitated it. 
It is evident that the severest cases are in this 
group; therefore the good results obtained and the 
shorter time required for healing are all the more 
surprising. From these results it may be con- 
cluded that metapneumonic empyema if treated by 
primary thoracotomy heals faster than if preceded 
by one or several thoracentesis operations. But 
as this is only the result of one clinic the subject 
should be investigated further. L. A. JUHNKE. 


TRACHEA AND LUNGS 


Voorhees, I. W.: The Importance of Early Trache- 
otomy. Internal. J. Surg., 1915, xxviii, 110. 


The author makes a plea for early tracheotomy 
and recommends the procedure as a life-saving 
measure only when it is performed before evidence 
of stenosis becomes manifest in the dusky face, cold 
sweat, and feeble, rapid pulse. 

The following conditions which sometimes call for 
tracheotomy are mentioned: (1) a foreign body not 
removable by upper bronchoscopy; (2) oedema of the 
laryngopharynx from whatever cause; (3) laryngeal 
diphtheria; (4) intrinsic growth of the larynx 
(cancer); (5) extrinsic growths, as goiter; (6) paraly- 
sis of the laryngeal separator group of muscles; (7) 
syphilis; (8) phlegmon (retropharyngeal abscess) ; 
(9) tuberculosis; (10) perichondritis; (11) scleroma 
(rhinolaryngo-scleroma) ; (12) leprosy. 

Orto M. Rorrt. 


Jackson, C.: A Fence Staple in the Lung; a New 
Method of Bronchoscopic Removal. J. Am. 
M. Ass., 1915, lxiv, 1906. 


The patient a male, aged 44, had aspirated a 
fence-wire staple into his right lung 15 days pre- 
vious to his examination. X-ray showed the 
staple in a posterior branch of the inferior lobe 
bronchus, 4 inches below the tracheal bifurcation. 

The bronchoscope, passed under local anesthesia, 
revealed the staple firmly held, its sharp points 
being embedded in the mucosa which was much 
swollen, preventing its direct removal. However, 
it was loosened downward; then with hooks, side- 
curved forceps, and the end of the bronchoscope 


37° 


it was lifted about 1 cm. to where two suitable open- 
ings of branch bronchi admitted the points of the 
staple. The staple was then seized by the rounded 
end and gradually rotated with points in the branch 
bronchi until extraction could be made. 

The operation consumed one hour and twenty 
minutes. No rise of temperature or pulse followed, 
and three months later the patient was perfectly 
well. P. M. CHaseE. 


PHARYNX AND CSOPHAGUS 


Meyer, W.: Resection of the Cardia for Carcinoma. 
Tr. Am. Surg. Ass., Rochester, Minn., 1915, June. 


Meyer stated that he offered his report with some 
hesitation, inasmuch as the two patients upon whom 
the operation was performed did not recover. How- 
ever, he is so fully convinced, not only of the feasi- 
bility of the work, but of the possibility of a more 
frequent recovery from operation than has hitherto 
been observed, that he felt impelled to write the 
paper. 

He first referred to five resections of the cardia 
followed by operative recovery. They were the 
cases of Voelcker, Kiimmel, Sauerbruch, Zaaijer, 
and Ach, each done by a different method which he 
illustrated by lantern slides. 

He then told of his own experience with two 
operations done in the course of the winter, one 
at the Post-Graduate, the other at the German 
Hospital. 

He emphasized the necessity of doing the opera- 
tion in stages, at least so far as our present knowl- 
edge goes: the first to represent gastrostomy with 
careful palpation of the pathologic conditions at 
and around the cardia; the second to consist in 
attacking the tumor from the abdominal cavity, if 
the healthy portion of the cesophagus above the 
tumor can be reached from below. He strongly 
advises following the method of Ach, according to 
which the proximal stump is extracted from the 
posterior mediastinum through an cesophagotomy 
wound at the neck and so transposed downward 
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under the skin of the chest. Meyer carried out 
the extraction method in both instances, but each 
time was forced, by adverse conditions found, to 
add a thoracotomy at the same sitting. However, 
abdominal section plus thoracotomy plus cesopha- 
gotomy evidently is too much for these reduced pa- 
tients to stand at one time. In his second case 
the intratracheal insufflation did not work satisfac- 
torily and was seemingly the principal cause of the 
fatal issue. In both his cases the work had to be 
done in the presence of and with preservation of a 
preéstablished gastric fistula, a point which did not 
have to be considered by the operators whose cases 
were reported. 

Meyer stated that Ach carries out the extraction 
method by means of a wire loop introduced to the 
stump of the resected oesophagus, which loop is then 
pierced with needle and thread. The latter is 
knotted and serves to withdraw the cesophagus from 
the posterior mediastinum. However, this kind 
of procedure adds an element of sepsis, and Meyer 
therefore constructed a new cesophageal extractor 
which obviates this drawback. He tested it in the 
dog with entire satisfaction and stated that he saw 
no reason why it should not work equally well in the 
human subject. All the steps of resection of the 
cardia, as witnessed in his two cases, also of the new 
instrument and of Ach’s extraction method were 
illustrated by lantern slides. 

Meyer further dwelt on the importance of an 
early diagnosis in cancer of the oesophagus, which 
in conjunction with the proper operative method 
and apparatus for the avoidance of pneumothorax, 
now at our disposal, should induce the surgeon to 
attack these cases oftener. There certainly is no 
longer any reason why a movable growth at the 
cardia should be considered inoperable, when every 
surgeon would resect such a tumor if located at the 
pyloric end of the stomach. In conclusion, he re- 
peated that it is not the location of the tumor which 
decides the operability or inoperability of the case, 
but the conditions found by the palpating hand{of 
the surgeon when performing gastrostomy. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Bruce, H. A.: Diffuse Septic Peritonitis. Canad. 
Pract. & Rev., 1915, xl, 217. 


The author gives an excellent account of his 
personal experience in dealing with forms of diffuse 
septic peritonitis. He uses the word “diffuse” in 
describing peritonitis because universal peritonitis 
is extremely rare, whereas the diffuse or localized 
forms are frequent. 

He takes up in turn the etiology causing peritoni- 
tis, and discusses at length the appendix, gall-bladder 
perforations, gastric and duodenal ulcers, as well 
as traumatic injuries of the intestines, and, lastly, 


pelvic infections. He lays emphasis on the much 
better prognosis in the perforation of the gall-blad- 
der whose contents are septic in comparison with 
the perforating empyema of the gall-bladder. He 
draws attention to the fact that bile and intestinal 
juices have a deleterious effect on the resistance of 
the peritoneum. He mentions the possibility that 
diffuse peritonitis may result without perforation of 
the gall-bladder, merely by organisms penetrating 
its wall. Pancreatitis may cause wide-spread peri- 


tonitis without any infecting organism being dis- 
covered. He also mentions cases of peritonitis 
associated with acute appendicitis without perfora- 
tion of the appendix, which, however, are extremely 
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infrequent. He calls attention to the difference in 
the prognosis between the leakage from an old 
pyosalpinx where the infection has died out, in con- 
trast to the leakage from an acute pyosalpinx 
where the mortality is much higher. 

He calls attention to the fact that pneumococcic 
peritonitis cases not infrequently develop septicemia, 
and lays emphasis on the principal points of diag- 
nosis in this condition; namely, that the disease is of 
a fulminating character from the beginning, without 
premonitory symptoms, and the patients constantly 
show diarrhoea with a very high temperature. 

The bacteriological examinations of the exudate 
of peritonitis show in general a mixed infection, so 
that attempts to classify the different infections due 
to a single organism have met with more or less 
failure. He enters at length into the symptoms 
and diagnosis of peritonitis and finds that the most 
reliable point in the diagnosis is the rigidity of 
the abdominal muscles, the extent rendering it 
possible to distinguish between slight and severe 
peritonitis. This sign, however, may be lacking in 
certain special cases and he draws attention to the 
fact that it also occurs in pneumonia. The most 
helpful symptoms in order of importance are pain 
and tenderness on pressure. In appendicular peri- 
tonitis a history of perforation pain is significant in 
that it frequently indicates the time of onset of the 
peritonitis. The sudden cessation of pain with 
appendicitis always makes one suspicious of rupture 
of the organ. He finds the condition of the pulse 
and temperature not absolutely reliable signs as to 
the extent or severity of the peritonitis. In peri- 
tonitis due to rupture of the intestines the character 
of the rigidity may be a valuable guide, as that due 
to the contusion of the muscles alone usually dis- 
appears within six hours. In such cases operation 
is demanded in case severe abdominal pain persists 
more than six hours if it is accompanied by vomit- 
ing, a rise in pulse, progressive localized rigidity, 
and local tenderness on superficial respiration. 
In perforation of gastric or duodenal ulcers the 
pain is usually localized in the epigastrium, followed 
by profound shock with the characteristic rigid 
scaphoid abdomen. When severe distention super- 
venes in these cases it indicates a state of peritonitis 
so advanced that recovery can scarcely be expected 
to result from any form of treatment. 

He lays stress on the importance of defensive 
reaction of the peritoneal serosa in determining 
the prognosis for recovery. It is more favorable 
where the reaction is massive and less where there is 
a proportionately small amount of reaction. He 
quotes Rutherford Morisson in stating that the 
prognosis is invariably bad if cyanosis is present, 
the extremeties cold, with a pulse-rate of over 120. 
He advocates immediate operation in all cases as 
soon as peritonitis is diagnosed, even in cases in 
extremis where it is not absolutely certain whether 
or not the patient will die if an operation is under- 
taken, but where it is certain they will surely die 
unless the operation is done. 
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In regard to treatment he lays especial emphasis 
on early diagnosis and, secondly, on the rapidly per- 
formed operation carried out without undue shock 
to the patient. The author does not advise mor- 
phia for the relief of abdominal pain until the diag- 
nosis has been made, because of the possibility of 
masking the symptoms. ‘The one exception to his 
rule for early operation is in the case of pneumococ- 
cal peritonitis in which he thinks it advisable to 
delay the operation until an abscess has formed, as 
fatal results have frequently followed surgical 
intervention in the early state. In regard to 
peritonitis resulting from gunshot wounds he 
quotes Beavis and Souttar, who write from the 
British Field Hospital in Belgium. Because of 
the marked injury to the intestines caused by 
the bullets being fired at a closer range the mortality 
is practically 100 per cent in those cases not 
operated upon, whereas the results have been 
especially encouraging in cases operated upon 
within six hours after the injury was received. 

In regard to the technique of the operation he 
draws attention to making the incision over the 
site of the primary lesion if this is possible, other- 
wise in doubtful cases it should be made in the 
midline—immediately below the umbilicus. In this 
site it is easy to enlarge upward. All unnecessary 
manipulations of the intestines are to be avoided. 
He does not advocate washing out or sponging out 
the septic material from the peritoneal cavity be- 
cause of the protective action of this exudate and 
because the endothelial lining is rendered more 
susceptible by the traumatism. He gives as the 
most influential factors in improving the results 
of operation for diffuse peritonitis, the following: 

1. The general adoption of Fowler’s  semi- 
sitting position. 

2. The injection of large quantities of salt solu- 
tion either subcutaneously or by the rectum. 

3. Lavage of the stomach. 

4. Reduction of the duration of the operation 
to a minimum. 

He advocates the removal of the appendix in 
every instance in case this is the primary focus, 
with a minimal amount of injury to the peritoneum. 

For drainage he advocates the use of a combina- 
tion of cigarette drains with soft rubber tubes, 
using the soft rubber tubes split and containing a 
wick of iodoform gauze. The author thinks that 
drainage tubes should be changed frequently, the 
tube inserted in each successive occasion to be of 
smaller caliber than the preceding one. He does 
not advocate closure of wounds, rather relying on 
drainage in every case. : 

He heartily advocates the Fowler position for the 
reason that it reduces the absorption of toxin mate- 
rial because of the lessened permeability of the 
lymphatics in the peritoneal cavity. He uses the 
Gatch bed to hold the patients in this position. 

In regard to the post-operative treatment he 
draws attention to the treatment of giving suitable 
amounts of fluid by the Murphy drip method. In 
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cardiac collapse he used intravenous salt solutions. 
Turpentine stupes sometimes give relief where 
there is marked abdominal distention. He does 
not advocate the use of morphia because he thinks 
it increases toxemia. 

In discussing Ochsner’s treatment he draws 
attention to the fact that it is not intended to replace 
surgery, but merely to tide the patient over to a 
safer period for operation when for any reason it is 
impossible to operate immediately. Among the 
complications of diffuse septic peritonitis the author 
lays special emphasis on intestinal obstruction oc- 
curring in either one of two forms: (1) paralytic 
ileus or (2) mechanical obstruction. In case the 
paralytic ileus is due to a slight or localized peritoni- 
tis it may be relieved by saline cathartics, enemata, 
and drugs which relieve peristalsis. The author 
under these circumstances advocates the use of 
salicylate of physostigmine. At the time of opera- 
tion if it is seen that the intestines are distended 
and thinned the author advocates immediate 
cxcostomy or ileostomy, claiming that his results 
have improved materially since undertaking this 
procedure. In regard to the mechanical obstruc- 
tion he urges a careful watch for symptoms which 
usually occur at the end of a week to ten days and 
urges that immediate operation be undertaken to 
relieve the condition before the patient becomes 
exhausted. Subphrenic abscess and empyema of 
the pleural cavity are dealt with by the appropriate 
recognized means when they appear, by drainage. 
The diagnosis of subphrenic abscess is rendered easy 
by recognizing the increasing fever, the rigidity and 
pain over the liver region, and the pushing down of 
the liver by the collection of fluid between it and 
the diaphragm. Extension of a subphrenic abscess 
along the surface of the diaphragm often leads to a 
basal empyema, which when diagnosed should 
be evacuated by excision of part of the rib. 

He quotes various statistics from the literature 
since 1885. The mortality of diffuse septic peri- 
tonitis, which was 97 per cent, has gradually dropped 
with improvements in technique, early diagnosis, 
and post-operative care until it now ranges some- 
where in the region of to per cent. The author 
claims in his private ‘cases during the last three 
years a mortality rate of 5 per cent. 

In summing up he emphasizes the following points: 
the necessity for early operation in all cases of 
acute peritonitis; importance of rapidly performed 
operations with as little manipulation of the intes- 
tines as possible; use of the Fowler position; the 
necessity of a careful watch for mechanical obstruc- 
tion with immediate operation in case this should 
supervene. Harry G. SLoan. 


Mercadé, S.: Treatment of Acute Diffuse Peri- 
tonitis (Traitement des péritonites aigiies général- 
isées). J. de chir., 1914, xiii, 145. 


All surgeons are agreed that laparotomy is indi- 
cated in acute diffuse peritonitis, but the laparotomy 
is only the first step in the treatment; after that the 


INTERNATIONAL ABSTRACT OF SURGERY 


surgeon must consider the further treatment of the 
peritoneum, also treatment of the general intoxica- 
tion, the paralysis of the bowel and stomach, and 
the heart weakness. The general intoxication is 
best treated by lavage of the blood by means of salt 
solution given through the rectum by the drop 
method. Either plain boiled water or sea water may 
be used. The sea water seems to have a more stim- 
ulating action, but plain water seems to promote 
diuresis more effectively. 

Solutions of sugar do not have much diuretic 
action but they are nourishing, stimulating, and 
tonic. Schiassi prefers to use for the purpose a 
solution consisting of 6.5 parts sodium chloride, 0.3 
part of potassium chloride, 1 part fused calcium 
chloride, 0.5 part sodium bicarbonate, 50 parts 
glucose, 15 parts alcohol, and 1,000 parts distilled 
water. 

Injection of serum has been employed by some 
surgeons with excellent results. Various methods 
are given for treating intestinal paralysis, including 
puncture of the intestine, preventive enterostomy, 
the use of the rectal sound, hot irrigations of the 
intestine, electric enemas, injections of strychnine, 
eserine, or hormonal, and secondary enterostomy. 
The use of electric enemas deserves more attention 
than has been given it. They are of great value in 
overcoming dynamic ileus; they are harmless and 
act promptly. They should be begun early, so that 
if they fail after two or three applications other 
methods may be resorted to. 

If the paralysis extends to the stomach, Grosser 
and others advocate the use of a retention stomach 
tube 4 to 8 mm. in diameter passed through the nose. 
As much as four or five liters of fluid may be re- 
moved from the stomach in 24 hours. Fluid should 
be given by hypodermoclysis or per rectum to re- 
place this. The heart may be stimulated by cam- 
phorated oil, ether, sparteine, or even caffeine. 
There are many weapons to be used in the after- 
treatment of acute diffuse peritonitis, and the 
danger is in using too many rather than too few. 
The after-treatment demands the surgeon’s closest 
attention and a readiness to meet any emergency. 

A. Goss. 


Moschcowitz, A. V.: The Pathogenesis of Umbili- 
cal Hernia. Ann. Surg., 1915, lxi, 570. 


Moschcowitz in considering the structures of the 
umbilical region points out that all the vessels 
escaping from or entering the abdominal cavity 
lie between the peritoneum and the transversalis 
fascia; that the openings through this fascia are not 
bounded by sharp edges but that the fascia is everted 
and prolonged onto the vessels in the form of an 
adventitia. 

The transversalis fascia in the umbilical region is 
especially strong, as pointed out by Rickets, and this 
fascia is pierced in this locality by the two hypo- 
gastric arteries and the urachus below, while 
above the umbilical vein has its exit. 

It is possible to have a hernia through either one 
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of these four openings, or in the absence of a well- 
developed Rickets’ fascia to have a hernia through 
the center of the umbilicus. 

The most common: umbilical hernia is that 
through the opening for the vein, for the reason 
that the two arteries and the urachus are bound 
together by a mass of firm connective tissue, which 
the vein lacks, and the latter is constantly being 
pulled away from the upper margin of the umbilical 
ring by its attachment to the two arteries and the 
urachus. D. L. Desparp. 


Turner, G.G.: The Radical Cure of Hernia. Med. 
Press & Circ., 1915, cl, 608. 


Turner has followed up the after-histories of 
his patients for the purposes of statistics. 

Up to the close of 1914 he had done 720 operations 
for external hernias of all varieties. There were 
36 deaths, 5 per cent. There were 151 cases of 
strangulation with 31 deaths, 20.52 per cent; 
radical cures 569 with 5 deaths, or 0.87 per cent. 
Of the radical cures 389 were inguinal, 64 femoral, 
43 umbilical, 66 ventral, and 7 of other varieties. 

As to the cause the author favors the congenital 
theory. He believes that the development of a 
hernia in an adult means that some content of the 
belly has come down into a preformed sac. 

The indications for operation have been so 
extended that it is easier to discuss contra-indica- 
tions. The chief exceptions are exceedingly fat 
persons “who are getting fatter.” Also those 
afflicted with constitutional diseases. 

In the treatment of inguinal hernia, his operation 
varies with the age of the patient. In patients up 
to 2 years of age, he merely removes the sac and 
puts one suture through the pillars of the ring. 
Between 2 and 12 years of age after removal of the 
sac he sutures the conjoint tendon to Poupart’s 
superficial to the cord and overlaps the external 
oblique. 

In adults he uses Bassini’s operation. Turner 
feels that the complete removal of the sac is the 
first essential for radical cure. During straining 
efforts the muscles tend to close the canal. The 
wound is dressed with a spica bandage. This 
method in the hands of the author has been more 
successful than any of the open methods. He ad- 
vises rest in bed or on a couch for 3 weeks and no 
heavy work for 2 or 3 months after the operation. 

In women where the fundus of the sac extends into 
the vulva, it is better to cut it across rather than 
attempt to dissect it out because of hemorrhage. 
When the round ligament is not readily removed 
he ligates it with the sac. 

In femoral hernias he removes the sac and 
sutures Poupart’s ligament to Couper’s ligament 
with 2 sutures of heavy catgut. He uses an in- 
cision parallel to Poupart’s and one-half inch belowit. 

In umbilical hernia operation is always advised 
because of the great risk of strangulation. In 43 
operations for radical cure there was 1 death; in 24 
strangulated cases there were g deaths. 
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In tense abdomens it is advisable to place the 
patient on a preliminary dietetic treatment and to 
regulate the bowels so as to reduce flatulent dis- 
tention. 

Turner prefers the Mayo operation. He makes 
no attempt to separate the various layers of the 
parieties. J. R. 


Moschcowitz, A. V.: The Indications and Contra- 
Indications for the Operative and Truss Treat- 
ments of Hernia. Am. J. Surg., 1915, xxix, 197. 


The author enumerates only the most important 
contra-indications for the radical cure of hernia by 
operation and emphazises the importance of careful 
physical examination in order to insure against 
possible surprises. The contra-indications are as 
follows: 

1. All complicating diseases of sufficient gravity, 
such as florid syphilis, advanced pulmonary tuber- 
culosis, etc. 

2. Acute infectious diseases. 

3. Diseases of the respiratory tract, especially 
such as chronic emphysema, chronic bronchitis, etc. 

4. Uncompensated valvular lesions. 

5. Diabetes only in those cases which cannot be 
made sugar free. 

6. Affections of the kidneys, unless the operation 
is done under a local anesthetic. 

7. Dermatological conditions which are a bar to 
an operative asepsis. 

8. Acute urethritis of gonococcal origin. 

9. Tight urethral strictures, unless first dilated. 

10. Early infancy. 

11. Very advanced age. 

12. Extreme size of the hernia. 

Important as these contra-indications are, they 
are absolutely negligible in the presence of strangula- 
tion if mild and gentle taxis has failed to reduce the 
contents. In the presence of such strangulation 
there are absolutely no contra-indications. 

Moschcowitz believes that in the “palliative 
treatment” of hernia in patients with the so-styled 
contra-indications of a permanent nature a truss, 
suitable and correctly fitted, might be an advantage 
in some cases, but he has no hesitancy in stating 
that a radical cure, in the accepted surgical sense, 
is of such exceptional rarity as not to merit serious 
consideration. It should be the physician’s duty to 
assure himself that the truss retains the hernia at 
all times, maximum pressure being applied at the 
internal ring. The hernial contents must be com- 
pletely reduced prior to the application of the truss, 
otherwise the wearing of the truss is absolutely 
contra-indicated. While the author is convinced of 
the final excellent results of an operation for this 
condition when uncomplicated and performed in a 
modern hospital and by experienced hands, he does 
not urge operation in every case that comes under 
his observation, but follows the following routine: 

1. A complete history is taken, particular stress 
being laid upon the complaint of the patient, espe- 
cially in regard to the hernial symptoms. 
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2. An exact anatomical diagnosis of the variety 
of the hernia is made. 

3. A thorough physical examination is made. 

4. No contra-indication to operation being 
found, either in the general or local condition, an 
an operation is advised. 

He makes it a rule not to advise against the use of 
trusses except in those cases in which there is an 
absolute contra-indication to their use, for instance, 
in irreducible hernias, or in the presence of an unde- 
scended testis, or in the presence of such hernias in 
which physical examination leads him to believe 
that there will be insurmountable difficulties in the 
retention of the hernial contents. He also im- 
presses the patient with the fact that he does not 
regard the truss treatment curative in any sense of 
the word. E. C. RopirsHek. 


Mayerhofer, E.: Diagnosis and Treatment of 
Arteriomesenteric Occlusion in a Child (Zur 
Klinik, Diagnose, und Therapie des mesenterialen 
Darmverschlusses im Kindesalter). Med. Klin., 
Berl., 1915, xi, 642. 


Mayerhofer describes the case of a boy of 8 who had 
intense spasms of pain following what was apparent- 
ly a simple catarrhal disease of the stomach. He 
seemed to be improving under medical treatment, 
but after a slight error in diet the attacks of pain 
returned. The surgeons were unable to make a defi- 
nite diagnosis; the conditions considered were occlu- 
sion from a foreign body, stenosis from ulceration, 
invagination, lead poisoning, and pylorospasm. In 
view of the impossibility of deciding on the diagnosis 
and the child’s very poor condition, operation was 
not performed and the child died. Autopsy 
showed that the bowel was constricted by the mesen- 
tery, and a prompt gastro-enterostomy might have 
saved the child’s life. 

Some cases described as umbilical colic may be 
this form of intestinal occlusion. It is noteworthy 
that the boy found relief by getting up on his 
knees and boring his head into the pillow; this 
position relieved the constriction of the bowel, and 
in mild cases is to be recommended as a method of 
treatment. In severe cases laparotomy should be 
performed at once. A. Goss. 


GASTRO-INTESTINAL TRACT 


Sippy, B. W.: Gastric and Duodenal Ulcer; Medi- 
_ cal Cure by Efficient Removal of Gastric Juice 
Corrosion. J. Am. M. Ass., 1915, lxiv, 1625. 


The patient remains in bed for from three to 
four weeks. Unless some serious complication is 
present, some or all of his regular work may be done 
at the end of four or five weeks. A wide variety 
of soft and palatable foods may be given. The 
following plan of diet has been found most adapt- 
able: Three ounces of a mixture of equal parts 
milk and cream are given every hour from 7 a.m. 
until 7 p.m. After two or three days, soft eggs and 
well-cooked cereals are gradually added, until at 
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the end of about ten days the patient is receiving 
approximately the following nourishment: 3 ounces 
of milk and cream mixture every hour from 7 a.m. 
until 7 p.m. In addition, 3 soft eggs, one at a time, 
and 9 ounces of a cereal, 3 ounces at one feeding, 
may be given each day. The cereal is measured 
after it is prepared. 

Cream soups of various kinds, vegetable purées 
and other soft foods, may be substituted now and 
then, as desired. The total bulk at any one feeding 
while food is taken every hour should not exceed 6 
ounces. Many of the feedings will not equal that 
quantity. The patient should be weighed. If 
desired, a sufficient quantity of food may be given 
to cause a gain'of 2 or 3 pounds each week. The 
acidity is more easily controlled by feeding every 
hour and giving the alkalies midway between feed- 
ings. 

Also, in addition to giving an alkaline powder 
midway between feedings, the powders are con- 
tinued every half hour after the last feeding until 
1o p.m. In all cases of pyloric obstruction from 
duodenal and pyloric ulcer, it has been found ad- 
visable to empty the stomach of all remaining food 
and secretion at about 10:30 p.m., thus removing 
the stimulus to an excessive night secretion. 

It should be understood that the presence of free 
hydrochloric acid now and then for a few minutes 
each day does not seriously interfere with the 
healing of the ulcer. Such short periods during 
which corrosion of the ulcer may be possible are 
as nothing compared with the duration of corrosion 
to which duodenal and pyloric ulcers are subjected 
after gastro-enterostomy. In the ordinary surgical 
treatment of these conditions, such ulcers are sub- 
jected to the corrosive action of the gastric juice 
during the whole period of normal stomach diges- 
tion, which occupies many hours each day. The 
majority of pyloric and duodenal ulcers treated by 
gastro-enterostomy show few symptoms after the 


operation, and such ulcers probably heal entirely in 


the course of time, the same as the majority of the 
non-obstructive type of gastric ulcers usually heal 
without treatment. In either case, however, the 
conditions for healing are far from ideal. 

Pyloric obstruction due to spasm of the pylorus, 
resulting in the retention of food and secretion from 
one meal to the next during the daytime, and until 
3 or 4 o’clock in the morning, and even until the 
next morning at breakfast time, disappears at once 
under the influence of such management. 

Pyloric obstruction, even of the highest grade, 
and of long duration, as evidenced by the presence 
of vigorous peristaltic waves showing through the 
abdominal wall; history of vomiting food, eaten the 
day before, for many months; the aspiration of food 
eaten twelve or more hours before; and the presence 
of abundant sarcine, often rapidly disappear, so 
that at the end of ten days’ or two weeks’ manage- 
ment, seven hours after the largest and coarsest 
kind of motor meal is given, the stomach is found 
empty. 
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Cases of duodenal ulcer recurrent for years, that 
have finally developed a high grade pyloric ob- 
struction due to actual anatomic narrowing from 
indurated, infiltrated,-and oedematous tissue have 
yielded completely to the management. 

The explanation of such astonishing results is 
probably as follows: The active more or less annular 
ulcer at the pyloric or duodenal outlet is embedded 
in oedematous tissue infiltrated with round cells 
and other products of inflammation of varying grades. 
Under the management advocated, the greatest 
hindrance to healing having been removed, healing 
and cicatrization of the ulcer begin more or less 
rapidly, the round cells and other exudative products 
disappear, the infiltrated tissue grows thinner in 
all directions, and when healing of the ulcer takes 
place, notwithstanding the tendency of scar tissue 
to contract, the opening through the pylorus or 
duodenum becomes gradually larger instead of 
smaller. 

In the author’s service, surgical procedure in 


the treatment of peptic ulcer is limited to the fol- 


lowing complications and conditions: 

1. Perforation. 

2. Perigastric abscess. 

3. Secondary carcinoma. 

4. Hour-glass or other rare deformity of the 
stomach that is causing serious symptoms. 

5. Foci of infection about the roots of teeth, in 
the tonsils, and elsewhere in the body are sought 
and removed. 

= Hemorrhage of a serious nature from peptic 
ulcer. 

7. Pyloric obstruction of a high grade due to 
actual cicatricial narrowing that fails, under the 
influence of accurate medical management, to yield 
sufficiently to allow a motor meal to pass in normal 
time. Epwarp L. CorNnELL 


Frazier, C. H.: The Surgical Treatment of Gastric 
Ulcer, with Especial Reference to the Choice 
of Operation. Penn. M.J., 1915, xviii, 617. 


Frazier calls attention to the frequency with 
which cancer of the stomach has been preceded 
by an ulcer or by a history of gastric ulcer, and 
quotes the end-results in 120 cases of ulcer treated 
medically; while 86 per cent left the hospital cured 
or very much improved, at the end of about two 
years 30 per cent had died. 

Simple gastrojejunostomy has not been satis- 
factory, but the author believes that by supple- 
menting this with either excision or occlusion of the 
pylorus or both by partial gastrectomy there will 
be few cases of relapse. 

He reports 16 consecutive cases in which he 
performed a partial gastrectomy, 13 for chronic 
ulcer alone, and 3 for both ulcer and carcinoma. 
There was one death, the case being a poor operative 
risk. In none of the remaining cases was there a 
recurrence or any unpleasant consequences. 

The author believes transverse resection offers 
the greatest assurance of cure. D. L. Desparb. 
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Pel, P. K.: Familial Cancer of the Stomach 
(Familien-Magenkrebs). Berl. klin. Wehnschr., 
1915, lii, 288. 

Pel reports a family of 7 children, 5 of whom died 
at various ages of cancer of the stomach. There 
was no history of cancer in the parents or any 
previous generation of the family. Of the 2 re- 
maining children one suffers occasionally from 
stomach symptoms. 

He mentions another patient who came to him 
for cancer of the cesophagus; in two generations 
of this family there had been 10 cases of cancer, not 
all in the same organ, as in the other family, but 
most of them in the gastro-intestinal tract. Wegele 
lost a patient with cancer of the cardia, whose 
father and two brothers and a sister of the father 
had died of stomach cancer. Another colleague 
reported to Pel the case of a family in which the 
grandmother, mother, and three daughters died of 
cancer of the breast. Iterson reports two families 
related by marriage: in two generations of 10 per- 
sons, 8 suffered from cancer, 4 of them cancer of 
the breast. 

Haberlin’s statistics show that among 138 cases 
of stomach cancer in Zurich, 10.9 per cent showed 
cancer in the family history, cancer of the stomach 
in 8 per cent. A statistical study in Holland of 
878 cancer patients showed that there was cancer in 
the parents or grandparents of 10 per cent, and 
somewhere among the relatives in 18.1 per cent. 
Pel however attaches more importance to the study 
of cancer families such as those reported above than 
to large collections of statistics. A. Goss. 


Bloodgood, J. C.: Stomach Carcinoma. J. Am. 
M. Ass., 1915, lxiv, 2031. 


Bloodgood’s observations are based on 184 cases 
of carcinoma of the stomach. Cancer has been 
more frequently observed than ulcer, stomach 
ulcer occurring in 32 cases as compared to stomach 
carcinoma in 184 cases. 

The figures as to the operable and inoperable 
cases of cancer are: no operation, 45 cases; explora- 
tory laparotomy, 49 cases; gastro-enterostomy, 
41 cases; total inoperable cases, 135; resection, oper- 
able cases, 49. It follows that in only 26 per cent 
of the cases has the cancer of the stomach been 
operable; in 74 per cent, inoperable. The _per- 
centage of operable and inoperable cases is shown 
as follows: 


No operation........ 12 
4 3 22 20 49 
Gastro-enterostomy.. 2 2 2 ar 13 41 
Totalinoperable..... 3 9 13 64 45 134 
Resections, operable.. .. 3 6 12 28 49 
Renan 12 19 76 73 183 


From 1890 to 1905 there were 35 cases of cancer of 
the stomach with 25 per cent operable. 

From 1905 to 1910 there were 76 cases with 39 
per cent operable. These figures demonstrate that 


cancer of the stomach is being recognized earlier. 
Up to 1910, among 21 cases of resection there have 


— 1890-95 1895-00 1900-05 1905-10 1910-15 Totals 
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been two cures, 10 per cent of the operable cases, or 
2 cures out of a total of 111 Cases, or 1.7 per cent. 
From 1g1o to date, the percentage of cures has in- 
creased from less than 10 to more than 20 per cent. 
Corresponding with this improvement for the first 
time the total number of ulcer cases observed has 
been greater than the total number of cancers, and 
when the total number of ulcers of the stomach in a 
surgical clinic exceeds the total number of cancers, 
the percentage of operable cases of cancer increases, 
and with this there is an increase in the number of 
five-year cures. The relation of duration of the 
disease to operability of the cancer is shown in 


the table: 
1to3 3to06 6mos. 1to2 2tos5 Over Totals 


mos. mos. toryr. yrs. yrs. 5 yrs. 
No operation......... 6 6 5 7 6 4 34 
Exploration.......... 5 10 10 10 10 I 46 
Gastro-enterostomy.. 8 7 14 4 5 I 39 
Total inoperable... ... 19 23 29 21 6 119 
Resection, operable. . 8 7 8 6 9 2 4° 
27 30 37 27 30 8 159 


Table 2 impresses the author in favor of the con- 
clusion that many cases of cancer of the stomach 
arise in originally non-malignant lesions. 


DURATION OF DISEASE BEFORE OPERATION 


Months Cases Years Cases 
2 One-half to one......... 48 
Two. 13 wo... 
Three 12 RSs 15 
oi... 13 Six and more...... 8 


The author believes that the adult population 
must be informed that epigastric discomfort ag- 
gravated by eating solid food is sufficient warning 
for a patient to seek thorough examination by a 
competent physician. C. G. Heyp. 


Haberer, H. von: One Hundred and Eighty-Three 

s of Stomach Resection (Meine Erfahr- 

ungen mit 183 Magenresektionen). Arch. f. klin. 
Chir., 1915, 533- 

Von Haberer devotes 125 pages to the discussion 
of 183 cases of resection of the stomach performed by 
himself. He has had 385 stomach operations in all, 
including the 183 resections, 6 partial resections, 
37 cases of unilateral exclusion of the pylorus, and 
159 gastro-enterostomies—53 in carcinoma and 106 
in ulcer. Of the resections 60 were for carcinoma 
and 123 for ulcer. He takes issue with Kiittner’s 
arguments in his recent article based on 1,100 
cases of surgical disease of the stomach. Kiittner 
has reversed his former opinion and now prefers 
gastro-enterostomy to stomach resection. Von 
Haberer’s conclusions are as follows: 

1. In carcinoma the indications for resection are 
very broad, for permanent results are sometimes 
obtained even in apparently hopeless cases. The 


only contra-indications are demonstrable metastases 
in other organs, multiple peritoneal metastases or 
carcinoma infiltrating the whole stomach. Large 
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size of the carcinoma, adhesions, local glandular 
metastases, even glands in the pancreas, if they 
are removable, are not a contra-indication to resec- 
tion. 

2. Prognosis must be guarded as to permanent 
results, for recurrences or metastases may appear 
even after four years. 

3. There is permanent recovery in a small per- 
centage of cases, and even in cases that recur the 
results are much better than those of gastro-enteros- 
tomy, life being lengthened for three years or 
more. 

4. In carcinoma the Billroth II method is the 
most rational, as it is much more radical than the 
Billroth I method. 

5. In ulcer of every form resection is also the 
method of choice. Transverse resection and the 
Billroth Il method are the best. The results are 
much better than with gastro-enterostomy. 

6. Resection is especially indicated in ulcers at 
a distance from the pylorus, for a large percentage 
of these are affected little or not at all by gastro- 
enterostomy. All other ulcers should be resected 
as far as possible, for that is the only way to be 
sure of removing carcinomata that are mistaken for 
ulcers. 

7. Resection for ulcer can be extended to the up- 
per segment of the duodenum; ulcers deeper in the 
duodenum are best treated by von Eiselsberg’s 
unilateral exclusion. 

8. With Hofmeister and Polya’s technique ulcers 
even of the cardia can be thoroughly removed. 

9. The ultimate results of resection for ulcer are 
very satisfactory and can still be considerably im- 
proved if we give greater attention to the relative 
frequency of multiple ulcers and do not leave them 
behind at operation. 

10. The best way to locate multiple ulcers is by 
systematic palpation of the stomach, giving careful 
attention to the condition of the glands along 
both curvatures. 

11. A second ulcer that has been overlooked on 
operation may easily simulate a true recurrence, so 
that if care is given to this point the number of so- 
called recurrences will be greatly decreased. 

12. Post-operative peptic ulcer of the jejunum, 
which can be observed after every form of gastro- 
enterostomy, seems to occur much more rarely after 
resection. The author has had 6 cases of peptic 
ulcer after gastro-enterostomy and none after 
resection. 

13. Peptic ulcer of the jejunum should be 
radically resected. The results are good, much 
better than by any other method. 

14. Complicating cholelithiasis or appendicitis 
should be treated by the usual surgical rules at the 
same time the resection is performed. 

15. While resection for carcinoma shows 26 per 
cent mortality, the operative mortality of resection 
for ulcer, even with the broadest indications is 
barely 9 per cent, and this is capable of still further 
reduction. A. Goss. 


SURGERY OF THE ABDOMEN 


Luckett, W. H.: Visible Acute Dilatation of the 
Stomach During Laparotomy. J. Am. M. Ass., 
1915, lxiv, 2055. 

Luckett reports two cases of visible acute dilata- 
tion of the stomach during laparotomy. In the 
first case, just after the removal of the appendix, 
it was observed that the stomach became markedly 
distended and presented through the laparotomy 
opening, extending down until the lower border of 
the stomach reached the brim of the true pelvis. A 
stomach-pump was inserted without difficulty and 
an enormous volume of gas expelled from the distal 
end of the stomach-pump. 

In the second case, while the stomach was being 
delivered through the wound it suddenly commenced 
to enlarge. Large gulps of air (?) could be felt 
and heard. A stomach-pump was inserted with 
the outer end submerged in a basin of water and a 
large volume of gas escaped, making itself manifest 
by bubbling up in the water. 

The author emphasizes that both cases showed 
the escape from the stomach of clear gas and he 
believes that the black material of true dilatation 
does not escape until the distention has been main- 
tained for a definite period. He inclines to the view 
that aérophagy is the essential productive factor. 

C. G. HeEyp. 


Bartlett, W.: An Experimental Study in Exclusion 
(Functional) of the Pyloric Antrum. Am. J. 
M. Sc., 1915, cxlix, 625. 

The author presents the paper as a study of 
functional exclusion of the pyloric antrum and not 
to determine the relative values of pyloric ob- 
struction. The paper, however, is confined mostly 
to experimental protocols accompanied by brief 
discussions. 

He states thet he has excluded the pyloric region 27 
times on the human subject, as he reported in 1914. 
The first 15 were by Doyen’s transverse section of 
the stomach with blind closure, which he thinks has 
been proved experimentally to be superior in effi- 
ciency to any other. Technical difficulties and 
dangers associated with this method led him to 
experiment with a view of finding a simpler and 
safer method that would guarantee the same re- 
sults. Ten of his twelve patients had the pyloric 
antrum excluded by original methods which had 
been satisfactory on dogs. 

He gives a lengthy list with brief descriptions of 
the different methods that have been reported and 
briefly describes each of the experiments performed 
by himself. 

The animals were autopsied, the oesophagus and 
stomach with upper jejunum removed, distended 
with water, and hardened in a 4 per cent formalin 
solution. Some days later the specimen was emptied 
and injected with barium, réntgenograms made, 
and subsequently sectioned for study. 

The general principle used was to form a septum 
across the stomach a short distance from the cardia 
which would exclude the stomach contents from the 


377 


pyloric portion to such an extent that the pyloric 
opening would not be called upon to transmit the 
stomach contents. He attempted to form this 
septum in different ways by mattress sutures over 
the portion of the stomach clamped while the 
sutures were applied. Transverse incision was 
made through the anterior wall and almost through 
the posterior wall, with subsequent suture of the 
muscularis and serosa with enclosure by Lembert 
sutures, followed by a transverse incision with a 
blind closure of the proximal and distal ‘‘sub- 
mucosa” with burying of the suture line by Lem- 
bert’s method. 

In experiments 6, 7, and 8, he claims priority 
by three months of an operation described by Porta 
as having been adopted in Biondi’s clinic, and gives 
reasons for discarding the same. Experiments 
9 to 10 were slightly different, but were discarded. 

The next 28 cases were based on a clinical ex- 
perience that a callous ulcer of the lesser curvature 
of the stomach excised by a V-section with a trans- 
verse suture produced an obstruction that was only 
relieved by gastro-enterostomy done later. In 
these experiments, septa were made by making 
transverse incisions embracing one-half or more 
of the stomach, starting either from the lesser cur- 
vature, the greater curvature, or an equal distance 
from each curvature. 

The edges of the incisions were closed by suture, 
and these in turn were inverted and closed with 
Lembert sutures which united both edges of the 
divided portion of stomach, thus forming a septum. 

In his experiments the author has tried several 
different methods and used a specially devised 
fenestrated clamp. It is presumed that gastro- 
enterostomy was performed in each case, though it is 
not so stated. 

In recording his methods the author gives the 
advantages and disadvantages of most of them with 
his reasons for discarding certain ones. The first 
ten embraced mostly preliminary work including 
one control. 

Experiments 11 to 21 have to do with partial 
transverse section of the stomach and subsequent su- 
ture of the different layers of the stomach in such 
a manner as to form a septum which gave complete 
functional exclusion of the pyloric region. 

Experiments from 22 to 36 inclusive embraced a 
transverse incision and suture that interrupted one- 
half the lumen of the stomach without involving 
either curvature. This was accomplished by the 
special clamp of the author which avoided injury 
to the vessels at both curvatures. 

The incisions in some cases were made with a 
cautery. In one experiment a skewer was used 
to isolate a portion of stomach previous to incision 
and suture. In another the skewer was used in the 
same manner but the clamp was applied behind 
the skewer before the suture. 

In two experiments an aluminum band, as sug- 
gested by Brewer for the pylorus, was used with 
success on the stomach a short distance from the 
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pylorus. In the constriction methods there is the ob- 
jection of leaving a small piece of mucous membrane. 

As a result of his work, Bartlett offers the two 
following methods, which he considers equally 
efficient: 

One where the septum is formed at the site 

chosen, by incision and suture of a ridge of stomach 
isolated by clamp or skewer at the site selected, 
without injury to the vessels of either curvature. 
This has the objection that it leaves mucous mem- 
brane between the layers which are supposed to 
heal together. He states that he has not the 
courage to advise the use of this method on the 
human until there has been further experimental 
proof by others. 
’ The second method is the incision which includes 
injury of vessels, as it starts at either the greater or 
lesser curvature and includes one-half of the stom- 
ach’s lumen at the site chosen. It is more difficult, 
takes longer, and encounters more blood-vessels, 
but it does not include mucous membrane between 
the folds intended to unite. 

His conclusions are as follows: 

1. The first ten experiments demonstrated that 
almost any form of operation which removes a cuff 
of mucosa plus submucosa, with approximation of 
denuded muscular coats, results in the formation of 
a diaphragm. Blind-suture closure of the layers 
from which a section has been removed seems a 
necessary safeguard. However, none of these 
methods is considered simple or safe enough to 
warrant use on the human subject. 

2. His results detailed in the body of this article, 
as well as those obtained on 10 human subjects, 
seem to indicate that both of his incomplete ex- 
clusion methods, experiments 11. to 34 inclusive, 
accomplish practically what the more difficult 
Doyen-von Eiselsberg procedure does, cognizance 
being taken of the fact that the author has no 
animal observation more remote than two hundred 
and ten days. One advantage which cannot be de- 
nied these forms of exclusion is that no prolapse of 
the major portion of the stomach is possible with 
subsequent functional disturbance, since the organ 
is not completely divided nor the two halves de- 
tached from each other. 

3. The pyloric antrum was found to undergo 
a surprising diminution in size after partial 
exclusion no matter what technique was used. This 
would seem to be due to tonic muscle contraction, 
since comparison with control specimens from 
the pyloric antrum of a normal stomach shows the 
excluded muscularis to be greatly thickened. His- 
tological study of many sections from the areas 
effected in 18 experiments demonstrates no other 
abnormality. 

4. He goes no farther than to suggest that the 
obstruction may have been of functional nature 
in stomachs which were cut only half way across, 
found at autopsy to possess an incomplete septum, 
and showed tonic contraction of the excluded area. 

Donatp Gorpon. 
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Mayo, W. J.: Chronic Duodenal Ulcer. J. Am. 
M. Ass., 1915, lxiv, 2036. 

The post-mortem statistics of chronic duodenal 
ulcer have been very misleading. The work of 
Rokitansky, Brinton, and Welch represented splen- 
did research in their day, but that was 30 to 75 
years ago. Even acute perforations were not always 
recognized post-mortem because of the accompany- 
ing generalized peritoneal infection. . The clinical 
diagnosis of duodenal ulcer was even more chaotic 
until within a recent period. Ten years ago the 
statistics of three large hospitals showed almost no 
duodenal ulcers and varied in the clinical frequency 
of gastric ulcer with the same clientele from 0.13 
to 0.48 per cent, both falling short of the post-mor- 
tem findings three to eleven times. 

In Germany the change of opinion as to the 
frequency of duodenal ulcer has been very remark- 
able during the last two years, recent German sur- 
gical literature showing a percentage as high as 
in this country. These cases were not diagnosed 
in the past or they were called gastric ulcer, nervous 
dyspepsia, or hypochlorhydria. The modern view 
is the result of operating-room findings. A large 
majority of ulcers in the vicinity of the pylorous 
which have been called pyloric ulcers are in reality 
duodenal. Gastric ulcers in the terminal inch and 
a half of the pylorus will probably be mistaken for 
carcinoma on account of the tumefaction due to 
cedema and muscular hypertrophy. Statistics of 
the Mayo Clinic show 73 per cent duodenal ulcers to 
27 per cent gastric ulcers. 

In typical duodenal ulcer the history is the most 
important diagnostic feature, the réntgenogram 
second, the physical diagnosis including the use 
of the stomach tube third, and the laboratory 
diagnosis a poor fourth. Many duodenal ulcers 
give atypical histories because of coincident disease 
of the gall-bladder or appendix, so that a differential 
diagnosis at the operating table must be made in 
each case. Unless the duodenal ulcer can actually 
be demonstrated at the operating table, the opera- 
tion should not be done. Symptomatic evidence 
cannot be accepted to the contrary. 

The large majority of ulcers involve the first two 
inches of the duodenum and 83 per cent occur 
in men. Gastro-enterostomy is the operation of 
choice. Excision combined with the Finney gastro- 
duodenostomy is occasionally valuable to meet 
certain indications. Blockage of the pylorus is 
unnecessary unless there are symptoms of impend- 
ing perforation or hemorrhage. The majority of 
so-called recurrences of duodenal ulcers after opera- 
tion, are due to improper technique, especially to 
the use of continuous non-absorbable sutures of 
silk or linen, which may cause a gastrojejunal ulcer, 
thickening of the stroma, and adhesions, and which 
require many months before the thread is cast off. 
These patients usually obtain relief for some months 
following operation; the symptoms then recur and are 
supposed to be due to dietetic errors. In cutting off 


more than roo gastro-enterostomies which had been 


— 
3 


SURGERY OF THE ABDOMEN 379 


made for symptomatic ulcer at the Mayo Clinic, no 
evidence was found of gastric or duodenal ulcer or 
that there had ever been one. Blocking the pylorus 
will not help to cure these patients who have been 
unnecessarily operated on. The scar left from the 
blocking introduces cicatricial changes which bear 
false testimony of the existence of an ulcer when re- 
operation is undertaken. 


Petren, G.: Retroperitoneal Perforation of Duo- 
denal Ulcer. Ann. Surg., Phila., 1915, lxi, 414. 


Petren calls attention to the rare recognition of 
perforation of ulcer of the posterior wall of the 
vertical and inferior horizontal portion of the duode- 
num and to the fact that the subject has been 
“scantily” dealt with in surgical literature. 

He describes a case of his which he diagnosed as 
having this condition, which neither operation nor 
autopsy proved. He takes the opportunity to bring 
the attention of the profession to this condition by a 
discussion of the various possibilities suggested by 
the case operated upon with references to the brief 
literature. 

The patient, a male 63 years of age, since he 
was 18 or 20 years of age, had had “pains in the 
belly” in the form of periodically recurring stomach 
trouble. He was occasionally free from symptoms 
for a couple of months, but afterward he had 
eructations and heart-burn. He had discomfort 
in the pit of his stomach after eating fat food or 
drinking coffee; occasionally he vomited. Usually 
the pain did not occur until two or three hours after 
a meal; vomiting not until two or three hours after. 
He lived on a strict diet. At the age of 45 he had 
an attack of vomiting blood, lasting four or five 
days, .followed by tarry stools, and was in bed for 
four weeks at one time. He did not take alcohol 
until the age of 45, but increased the consumption 
from that time until he periodically drank to excess. 
For six months the pain had been worse, with 
frequent vomiting, and occasionally he was con- 
fined to bed. Three weeks before operation he be- 
came much worse, with great pain in the right side 
of the abdomen until he could scarcely stand. He 
stayed in bed, and had fever of 100° to 102°; he had 
no appetite; had occasional vomiting, constipation, 
and chilly sensations. The urine contained albu- 
min, but there were no urinary symptoms. The 
attending physician could discover no signs 
of peritonitis, appendicitis, or peritoneal irritation, 
except a painful resistance at the site of the right kid- 
ney which increased downward and became more 
and more distinct. On entering the hospital he 
was fairly fleshy; was weak; had a temperature of 
102°; pulse r10to 120. There was a small amount of 
albumin in the urine with few leucocytes, no appetite, 
occasional vomiting, constipation, passed small 
amount of gas. 

The abdomen was not dilated; its left upper 
quadrant was soft and callous; toward the right side 
a deep resistance could be palpated, indistinctly 
limited upward and laterally, but distinct medianly 


and downward; it was the size of two fists and tender 
to deep palpation. The mass extended from the 
lower half of the right kidney to the right iliac fossa, 
with its lower pole about two fingerbreadths below 
the anterior superior iliac spine. 

An operation was performed under local an- 
zsthesia. An incision was made downward and 
inward from above the anterior superior spine of 
the ilium. On going through the muscular wall, 
an abcess cavity was entered containing thick pus, 
which was evidently retroperitoneal. The course 
was regular, with a temperature of 100.5° for four 
days; there was a copious discharge of pus the first 
week or two, finally followed by healing. The 
general condition of the patient improved slowly 
the first three weeks. He had no appetite and vom- 
ited occasionally. He then improved more rapidly, 
and at the end of six months had gained 10 kilo- 
grams. At the end of a year he had gained, but 
still had vomiting, heart-burn, and stomach trouble. 

In the discussion of the case, Petren concludes 
that the onset of acute gastric symptoms points to an 
active ulcer. He excludes appendiceal abcess on the 
ground that the patient did not have appendiceal 
symptoms. The first tentative diagnosis was that 
of paranephritic abscess starting at the right kidney, 
but there were no urinary symptoms, except albu- 
min. ‘There was nothing to show that the abscess 
came from the pancreas, liver, or bile-ducts, although 
such cases recently have been described by Sprengel 
and others. He concludes, therefore, that the 
symptoms of duodenal ulcer together with the 
course, compared with a case previously published 
by him and the present report, must lead to the prob- 
able diagnosis of a retroperitoneal perforation of a 
duodenal ulcer with abscess. 

He states that he has found only 5 cases reported 
in the literature, none of which recovered. He sug- 
gests that in the experience of every surgeon there 
are right-sided retroperitoneal abcesses of obscure 
origin which he believes have their source in a 
perforated duodenal ulcer. From the recoveries that 
have taken place after operation he concludes that 
the condition is probably not as fatal as the 5 re- 
ported cases would suggest. 

The ulcers which on perforation give rise to retro- 
peritoneal suppuration are most frequently situated 
on the horizontal part of the duodenum, as in a 
case observed by Warfvinge and Wallis, where a 
subacute perforation led to a small collection of 
pus retroperitoneally, which broke into the superior 
mesenteric vein with consequent thrombus in the 
vena porte and suppurative hepatitis. 

The pus from abscesses so formed may collect on 
the right side in the kidney region and pass down 
behind the ascending colon to the right iliac fossa, as 
in the two cases cited. In one case the pus traveled 
farther down and pointed to the inner side and 
above Poupart’s ligament, bursting through the 
skin and forming a permanent fistula through 
which bile-colored fluid and remnants of food 
passed. In another case, a duodenal fistula arose 
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after incision of the abscess. Another case de- 
veloped a diffuse phlegmon which extended to the 
left side and down into the pelvis. In one case the 
infection spread, as cited, from the retroperitoneal 
space along the great vessels into the mediastinum. 

The symptoms of retroperitoneal rupture are 
sometimes violent, but not so much so as intra- 
peritoneal rupture. There are rapidly recurring 
pains in the upper or right abdomen, vomiting, and 
a general disturbance of the usual condition. 

In other cases, the symptoms are less marked, and 
retroperitoneal inflammation may develop quite 
slowly with fever, chills, increased pulse, and loss of 
appetite. 

The appearance of tenderness with resistance 
near the right kidney or in the right iliac fossa aids 
in clearing up the diagnosis. 

Early treatment, consisting in incisions of the 
retroperitoneal phlegmon or abscess, is desired. 
In many cases with small perforations and limited 
suppuration, incisions and drainage would probably 
be enough. If fistula should arise it would be best 
to wait and hope for spontaneous healing. If the 
fistula does not close and the nutrition of the pa- 
tient begins to suffer he suggests Berg’s method 
of gastro-enterostomy with pyloric exclusion. He 
feels that mobilization of the duodenum with 
suture of the perforation as suggested by Telford and 
Radley would rarely be necessary. 

Donatp S. Gordon. 


Keith, A., Lane, W. A., Mutch, N., and Others: 
Contributions to the Problem of Intestinal 
Stasis. Brit. J. Surg., 1915, ii, 574. 


The symposium in question attempts to solve 
some of the many problems confronting the pro- 
fession on the question of intestinal stasis. 

KEITH attempts to discover an anatomical basis 
for this condition. Several years ago he was able 
to demonstrate a small node of tissue at the root of 
the superior vena cava, which apparently is the seat 
of auricular contractions. This tissue is midway 
between the nerve and muscle tissue, and cannot be 
definitely separated from either. Following a 
similar trend of thought, he attempts to explain the 
contractions of the large intestine as beginning in a 
separate kind of tissue. In looking about for such 
tissue, he found in the region of the ileocecal valve 
of the rat a small node of tissue, which in its histo- 
logical appearance is midway between the sympa- 
thetic nerve-fibers of the intestine and non-striated 
muscle. This tissue he has termed Auerbach’s 
tissue. He reasoned that if this tissue were really 
excitatory in nature it would follow that there would 
be similar tissues at other regions of marked muscu- 
lar action; e.g., the pylorus and the descending 
colon. By examining these localitites it was found 
that the tissue here was abundant. By further 
examination of 6 specimens from cases of intestinal 
stasis, it was found that in many of them this tissue 
was present to an abnormal degree. Therefore 
the author is led to the belief that intestinal stasis is 
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due, not, as is usually supposed, to a mechanical 
obstruction, but to a hypertonus of tissues which 
are ordinarily in a state of tonic contraction. 

As a further support of his position that intestinal 
stasis is not due to a mechanical obstacle, Keith 
refers to the specimens which he examined after 
removal. In no instance was the lumen of the 
bowel encroached upon to such an extent as to 
cause obstruction. Such kinking or acute flexures 
as were present could not have prevented the easy 
forward passage of the intestinal contents, pro- 
vided that the musculature of the bowel was acting 
normally. This evidence would lead to the con- 
clusion that the difficulty was an inherent disorder 
in the action of the colic musculature. 

He further takes issue with Lane regarding the 
normal and healthy colon as a mere sewage system. 
Keith believes that the colon is largely glandular, 
its function being unknown. Because the body 
can continue in an apparently healthy state following 
its removal does not mean that it is of no use in the 
economy. 

He described large cells in the reticular tissue of 
the large intestine. These cells which measure 
from 15 to 25 microns in diameter and are heavily 
laden with brown granules may be related to the 
symptoms which attend intestinal stasis. 

Mutcu reaches the following conclusions: 

1. Dilatation of the duodenum is usually as- 
sociated with gastric stasis. 

2. Dilatation of the duodenum varies directly 
as the degree of ileal stasis, and — apart from this — 
shows no relationship to the ileal kink. 

3. Epigastric tenderness in constipated subjects 
is usually experienced over the third part of the 
duodenum, not over the pylorus. 

4. Typical “hunger-pain” may arise when food 
in the lower ileum produces duodenojejunal obstruc- 
tion. 

5. Apure culture of a long-chained, gram-positive, 
hemolysin-producing streptococcus was obtained 
from the duodenum of a man with severe anemia 
and pigmentation. 

6. The richness of the living bacterial flora of the 
colon is immeasurably greater than that of the last 
coil of the ileum. 

7. The degree of ileal infection with coliform 
organisms is proportional to the degree of ileal 
stasis. 

8. A marked ileal kink acts as a protective 
barrier against invasion of the ileum by coliform 
organisms. 

g. The infection of the ileum with coliform 
organisms and the dilatation of the duodenum vary 
in a parallel manner. 

10. The infection of the ileum with coliform 
organisms is uninfluenced by the acidity of the 
gastric secretion. 

11. Urine of constipated patients often contains 
urobilin. 

12. Urine from constipated patients often con- 
tains hydroxyphenylacetic acid. 
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13. The excretion of the more complex tyrosin 
decomposition-products varies directly as the degree 
of ileal infection with coliform organisms. 

14. The excretion of tryptophane decomposi- 
tion-products varies directly as the degree of ileal 
infection with coliform organisms. 

15. The excretion of indoxyl, indolacetic acid, 
and hydroxyphenylacetic acid is uninfluenced by 
an infection of the ileum with streptococci or with 
the bacillus acidophilus of Moro. The excretion 
of the last-mentioned substances varies in propor- 
tion to the degree of ileal stasis. 

17. The excretion of tyrosin derivatives is unin- 
fluenced by hyperchlorhydria, but increased by 
hypochlorhydria. 

18. The excretion of tryptophane derivatives 
shows the same relationship to gastric secretion as 
does that of the tyrosin derivatives. 

19. The excretion of indoxyl, indolacetic acid, 
and urobilin is almost entirely abolished by ileocolos- 
tomy. 

20. An infection of the ileum with bacillus 
aminophilus occurs in constipated patients with a 
subnormal blood-pressure, but not in other con- 
stipated patients. 

21. Chronic infection of the ileum with staphy- 
lococcus citreus has been shown to be present with 
chronic septicaemia due to the same organism, and 
with chronic joint, lymphatic, and splenic changes 
classified as Still’s disease. The constitutional 
changes and those in the joints, lymphatic glands, 
and spleen were abolished by colectomy. Fifty-five 
ileums of patients without Still’s disease were free 
from staphylococcus citreous. 

22. The hands of constipated patients recover 
from exposure to cold at a very much slower rate 
than do the hands of healthy subjects. 

23. A patient with Raynaud’s disease was found 
to be the subject of chronic intestinal stasis. In 
his ileum were large numbers of an unusual gram- 
positive bacillus and a short streptococcus. Colec- 
tomy restored his hands to a normal condition, in 
which they showed normal reaction after exposure to 
cold. His ileal flora formed pressor bases from 
peptone. 

Barctay reaches the following conclusions: 

1. The large intestine is only one part of a 
closely linked system. 

2. Very wide variations, both as regards anatomy 
and physiology, are conipatible with perfect health. 

3. The ileocecal region is in very close associa- 
tion with the duodenopyloric region. There is 
evidence of two separate reflexes between the ileo- 
cecal valve and the pylorus; i.e., one from the 
stomach to the ileocecal valve, and another from the 
ileoceecal valve to the stomach—the latter (the 
ileopyloric reflex) being responsible for appendi- 
cular dyspepsia. 

4. Ileal stasis is, up to a point, physiological. 
Pathological ileal stasis, usually associated with 
adhesions in this region, is most frequently appen- 
dicular in origin. 


5. In all these examinations it is essential to 
prepare and examine the patients on a routine plan. 
A scheme that includes “double” feeding is useful. 

6. The appendix can be seen in a certain propor- 
tion of cases, and by palpation it can be determined 
whether it is fixed or lying free. 

7. The normal movement of feces through the 
large intestine is by “mass” movement, in which 
a large column is moved through a large section 
of the colon in a few seconds; these movements 
take place probably some three or four times a day. 
The ‘“‘mass” movements do not occur in the cecum. 

8. Constipation occurs as the result of stagna- 
tion: (1) in the sigmoid and rectum, inefficient 
defecation, or dyschesia; and (2) in the caecum, con- 
stipation proper. 

9. Constipation proper is probably the result of a 
defect in the mechanism of the ‘‘mass”” movement. 
It is suggested that for the efficiency of this move- 
ment it is necessary that a sphincteric contrac- 
tion should be present. The competency or other- 
wise of this sphincter, or point d’appui, determines 
whether the “mass” movement, when it occurs, 
propels all the faeces forward, or sends some of them 
back into the cecum. The large sloppy cecum 
is the result of this insufficiency, and not the cause 
of constipation. 

10. The opaque meal seldom gives information 
as to early neoplasms of the large intestine; it is only 
after the bowel becomes distended that information 
is obtained in this way. All suspected cases of 
neoplasm of the large bowel should be investigated 
by means of the opaque enema. 

LANE contributes an article on the operative 
technique of ileocolostomy and colectomy. In 
brief the technique for ileocolostomy is the division 
of the ileum several inches from the ileocecal 
valve, with the inversion of the distal portion and 
closure by purse-string suture. The proximo por- 
tion is then inserted into the pelvic colon at its upper 
part, the mucous and other coats being sewn to- 
gether by a close buttonhole suture. Around this 
another row of sutures perforating the peritoneal 
and muscular coats is employed. The intestines 
are drawn up out of the pelvis, and the adjacent 
surface of the pelvic colon is sewed carefully to the 
divided margin of the mesentery of the ileum. 

The operation of colectomy is preferred by Lane 
in cases where stagnation in the colon following an 
ordinary ileocolostomy is likely to occur. The 
mesentery supplying the portion of the bowel to be 
removed is carefully doubly ligated, the division 
being made between ligatures. The ileum is then 
divided as in ileocolostomy, and the pelvic colon 
drawn up out of the pelvis and divided. The end 
of the ileum is attached directly to the cut end of the 
pelvic colon; the innermost row of sutures perforates 
all the coats of the bowel and is of the buttonhole 
type, while the outer rows secure the peritoneal and 
muscular coats in their grip and do not perforate the 
bowel. Some difficulty may occasionally be met 
because of the difference in caliber of the two por- 
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tions of the bowel, but this can be readily met by 
arranging the sutures so that each picks up a cor- 
respondingly greater portion of the circumference of 
the pelvic colon than of the ileum. After this 
anastomosis has been rendered complete, the cut 
edges of the mesentery of the ileum and of the 
pelvic colon are sutured together, care being taken 
to leave no raw surface either on the upper or lower 
aspect of the junction. Lane prefers the end-to-end 
anastomosis rather than the lateral or end-to-side 
anastomosis. J. H. Sxizes. 


Diagnosis and Treatment of Ileal 
Clin. J., 1915, xliv, 209. 


Watson, C.: 
Stasis. 


The existence of pathological ileal stasis can be 
established only by an X-ray examination carried 
out from five to six hours after the ingestion of the 
meal. It is important to remember that an ex- 
amination should be made in both the erect and the 
recumbent postures. 

Another point to be noted is the relative sterility 
of the contents of the ileum under normal conditions, 
contrasting with the abundant bacterial flora on the 
distal side of the ileocecal sphincter. The author 
thinks it probable that a degree of incompetence of 
this sphincter, allowing a regurgitation of bacteria 
into the small bowel, is an important factor in 
inducing disease in this region and subsequent 
general manifestations of ill health. He has lately 
had the opportunity of making observations on the 
state of the stools in two patients after a complete 
and very successful colectomy. In both instances 
he found that the stools passed by the patients were 
alike in their consistency, odor, and_ bacterial 
contents, and did not differ materially from the 
stools from an unhealthy large bowel. It was clear 
that in both cases the condition of the lower part 
of the small intestine was identical with that seen 
in aggravated cases of excessive putrefaction in the 
large bowel. In other words, in advanced degrees 
of intestinal toxemia, the lower part of the ileum 
may play the part of a cesspool analogous to that 
which frequently occurs in the large bowel. 

A careful examination of the urine should be made, 
including in many instances a_ bacteriological 
examination. The more important urinary ab- 
normalities met with include: (1) the presence in 
excess of cellular elements, especially epithelial 
cells and pus cells; (2) an increased toxicity of the 
urine revealed by the abnormal multiplication of 
bacteria after voiding, and in many instances a true 
bacteriuria, chiefly organisms of the bacillus coli 
and coccal groups; (3) the presence of oxalate of 
calcium crystals; and (4) excess of indican. 

In the earlier stages of the disease, ileal stasis, 
and the associated stasis commonly met with in the 
cecum and colon, is essentially a medical ailment 
and can be corrected by appropriate treatment. In 
chronic cases accompanied by pathological adhesions 
involving the cecum and appendix, the condition 
can be dealt with satisfactorily only by surgical 
measures. It is sometimes a matter of considerable 
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difficulty to determine in any given case whether 
it can be dealt with successfully medically or can 
be relieved by surgical measures only. The im- 
portant points in this connection are: (1) the history 
with regard to chronicity and the amount of dis- 
ability entailed; (2) the result of medical treatment, 
if that has been thoroughly applied; (3) the in- 
formation supplied by the X-rays. 

The medical measures employed may be briefly 
summed up as follows: 

1. Removal of any contributory cause of sepsis, 
such as is frequently present in the shape of a 
neglected pyorrheea. 

2. Massage and remedial exercises, which are 
by far the most important remedial measures in 
the treatment of the disease. 

3. Intestinal lavage. In cases where a careful 
examination of the stools reveals pronounced ex- 
cessive putrefaction, it is often advisable at the 
outset to treat the lower bowel by giving an enema of 
soap and water daily, followed immediately by 
irrigation of from two to three pints of clear water. 

4. Diet. The dietetic treatment should be 
carried out on general lines. 

5. Medicinal. This consists essentially of mild 
catharsis, using petrolatum principally. 

The various operative measures that are in- 
dicated include the following, which it will be seen 
apply not only to ileal stasis, but to the associated 
conditions of the cecum and colon which frequently 
coexist: 

1. The removal of adhesions involving the ileum 
or cecum. 

2. A narrowing and mobilizing of the caecum. 

3. The removal of the appendix. 

_4. A combination of the foregoing. 

5. A short-circuiting operation — ileosigmoidos- 
copy or colectomy — partial or complete. 

After operation it is often advisable to give a 
course of massage and remedial exercises in order 
to improve the atonic condition of the intestinal and 
abdominal musculature. Epwarp L. 


Proust, R., and Paris, J.: A Case of Appendicitis 
with the Pain on the Left Side (Sur un cas 
d’appendicite avec point de coté gauche). Rev. de 
gynéc. et de chir. abd., 1914, xxili, 187. 


Proust and Paris describe a case of appendicitis 
in a girl of eight. On admission she was in excellent 
condition, but the next day her pulse became rapid 
and weak and her facial expression bad. Examina- 
tion showed rigidity of the muscles, and pain at a 
point on the left side symmetrical with McBurney’s 
point. Both of these signs had been lacking the day 
before. She had no pain on the right side. Lapa- 
rotomy was performed and an abscess found on the 
left side, which had ruptured into the peritoneal 
cavity. The patient recovered. 

The authors point out that pain in this location 
is symptomatic of rupture of a pelvic abscess. The 
anatomical arrangement of the pelvic colon makes it 
natural for the pus to rise along its left border and 
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break into the peritoneal cavity on that side. Their 


knowledge of this fact made it possible for them to 
make a diagnosis and operate in time to save the 
patient’s life. References are given to a number of 
works in which this question of left-sided pain in 
appendicitis are discussed. In some of the cases the 
appendix was on the left side; in others it was due 
to rupture of an abscess, as in this case. A. Goss. 


Hugel, K.: Treatment of Colon Infection (Zur 
Behandlung der Coliinfektion). Beitr. z. klin. 
Chir., 1915, xcv, 633. 

Oxygen has previously been used in such surgical 
conditions as malignant cedema and gas phlegmon. 
Thiriar asserts that it is not an antiseptic, but that 
it merely offers a barrier to the advance of anaéro- 
bic bacteria. Hugel, however, has used it in all 
kinds of severe progressive colon infection with 
excellent results. A rubber tube is passed from an 
oxygen tank into the infected region, and oxygen 
passed through it for one, two, or three minutes. 
Histories of 2 cases of pleural empyema successfully 
treated in this way are given. The chief field of 
colon infection, however, is peritonitis caused by 
appendicitis. In 1913, 12 cases of perforative appen- 
dicitis and severe peritoneal infection were treated 
by means of oxygen insufflation. Two of the pa- 
tients died but the other 10, in whom the disease 
was just as severe, recovered. For the sake of 
comparison he treated two children with about 
equally severe cases of peritonitis following appen- 
dicitis, one with oxygen insufflation and one without. 
The one treated with oxygen recovered and the 
other died. This year 7 cases have been treated 
with oxygen and all recovered. 

The reason for the curative effect of oxygen has 
not been experimentally explained. Oxygen passed 
through a bouillon culture of colon bacilli does not 
harm them; but it seems that the oxygen stimulates 
leucocytosis and the leucocytes take up the bacteria. 

Marvel in 1914 confirmed the good results of 
oxygen treatment in puerperal infection with gas- 
forming bacilli. A. Goss. 


Lynch, J. M., and Draper, J. W.: Developmental 
Reconstruction of the Colon. JN. Y. M. J., 
1915, ci, 1198. 


The morphology and function of the colon depend 
upon both heredity and environment. The chemistry 
of alimentation in man is controlled largely by 
enzymes and the nervous system. The authors 
consider stasis as a diffuse toxemia from the alimen- 
tary canal, the result of aberrant biochemistry, 
usually bearing a measurable ratio to the delay in the 
onward passage of the intestinal contents as visual- 
ized by the X-ray. 

The cecum and sigmoid, due to their embryo- 
logical development, are two of the most variable 
organs in the body and when ill-developed are the 
frequent cause of disorders elsewhere. Physiologi- 
cally the duodenum is the most important portion 
of the alimentary tract and until its functions are 
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more thoroughly understood the treatment of 
stasis will probably be inadequate. 

Stasis is hereditary or acquired. The treatment 
may be medical or surgical, some cases yield to 
hygienic treatment, others need surgical treatment. 

Cases of transient obstruction either of mechanical 
or physiological origin may be classed as border- 
land cases. Fixed obstruction is always surgical. 

The methods of surgical therapy available are: 
ileosigmoidostomy, cacosigmoidostomy,  trans- 
planted cecosigmoidostomy, appendicostomy, 
costomy, ileostomy, plication, colosigmoidostomy, 
autolytic excision, complete colectomy, and develop- 
mental colonic reconstruction. 

lleosigmoidostomy causes a partial occlusion and 
exclusion of the colon without providing adequate 
drainage, which may lead to cecal dilatation, re- 
quiring a secondary operation of colectomy in 5 to 
10 per cent of cases. 

Cecosigmoidostomy is at variance with physiol- 
ogy and useless in most cases. 

Appendicostomy gives excellent results in some 
cases. Czcostomy answers the same purpose as 
appendicostomy and is used chiefly when the ap- 
pendix is not available. The indications for ileos- 
tomy are limited, and plication is _ ineffectual. 
Colosigmoidostomy may be indicated in rare cases of 
obstruction at the splenic angle or at the descending 
colon. Autolytic excision and complete colectomy 
have very limited fields of usefulness, the latter 
chiefly in cases of megacolon. 

By developmental reconstruction is meant the 
replacement of the ileocolonic junction to its em- 
bryonic or second position. It removes the infected 
organ, restores the continuity of the bowel, and has 
a much lower mortality than total colectomy. The 
authors have performed the operation 16 times but 
have had some poor post-operative results. They 
believe that cases with colons with thick walls 
give better results than those with thin walls. 

Of the cecums and colons removed and examined 
sufficient pathology was discovered to lend force to 
the theory that they cause a general toxemia: some 
colons showing a polyposis, others a destruction of 
Auerbach’s plexus; and in the secretion of one a 
streptococcus viridans was found. D. H. Boyp. 


Schneiderhéhn, O.: Treatment of Hirschsprung’s 
Disease (Die Therapie bei der Hirschsprungschen 
Krankheit). Zischr. f. Kinderh., 1915, xii, 321. 


The author describes 4 cases of his own, in 2 of 
which medical treatment was given and 2 were 
operated on. He has collected 358 cases from the 
literature and gives a bibliography of 260 titles. 
The statistics show that the mortality is lower and 
the number of recoveries greater in the cases treated 
surgically than in those treated medically. The 
mortality for the whole 358 cases was 43 per cent and 
the number of recoveries 30.7 per cent with an 
additional 7 per cent of marked improvements. 
For the 143 cases treated surgically the mortality 
was only 36 per cent, with 46 per cent recoveries. 
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Surgical treatment must not be applied in all 
cases. Very early cases may be treated with good 
results medically, and in young children the results 
of medical treatment are better than in older 
individuals, while surgery is more dangerous. 
The most radical surgical treatment, and the most 
effective in cases where it is indicated, is resection of 
the diseased part of the intestine. Other opera- 
tions sometimes indicated are entero-anastomosis, 
plication of the colon, formation of an artificial 
anus, and a longitudinal incision sutured up again 
transversely. Tables are given showing the results 
with the different methods of operation. The 
author thinks the prognosis may be improved by 
careful selection of cases and adequate surgical 
treatment. A. Goss. 


Crouse, H.: A New Position for Proctoscopic Exami- 
nations. Surg.,Gynec. & Obst., 1915, xx, 723. 


The author describes a position which he has 
used for several years in making proctoscopic and 
sigmoidoscopic examinations in either sex, as well 
as in treating the trigone of the bladder and inspect- 
ing the meatus of the ureters in the female. The 
patient is placed face downward on an ordinary 
examining or operating table, the leaf of the latter 
being dropped; two stools or chairs padded with 
pillows are placed so as to permit the head of the 
patient to pass easily between them. When the 
ordinary electric-lighted male urethroscope, procto- 
scope, or sigmoidoscope has passed the sphincters of 
the bladder or rectum, the obturators are removed, 
when a suction of air occurs, ballooning the emptied 
bladder or bowel. Passing the valves of Houston 
and the upper sigmoid into the true descending colon 
with the sigmoidoscope can be accomplished under 
direct observation. 

The knee-chest posture is difficult for the patient 
to maintain, while in the author’s position the 
patient’s thighs are used to steady the operator’s 
elbows, and also a handy space is afforded for the 
location of instruments. Operations upon the lower 
rectum, such as bowel-slipping procedures second- 
ary to removal of rectovesical and recto-urethral 
fistule, have been performed by the author with 
the patient in this position, the anesthetic being 
given as in the Cushing position for cerebral decom- 
pression work upon the skull. Laxatives and 
cleansing enemas and an empty stomach are in- 
sisted upon before examination. 


Zobel, A. J.: The Early Diagnosis of Cancer of the 
Rectum. Proctologist, 1915, ix, 69. 

Cancer of the rectum is not often observed in its 
earliest stages, as at that period it seldom manifests 
any sign of its presence. After significant symp- 
toms make their appearance it is possible to discover 
it early through a rectal examination. Unfor- 
tunately too many await the classic symptoms be- 
fore they make a rectal examination. In no part 
of the body is a malignant growth more insidious 
in its approach than in the rectum, but sooner or 
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later some one symptom becomes more aggravated 
and then relief is sought. At this time a rectal 
examination is imperative, although too often it is 
neglected because the patient objects to the pro- 
cedure or the examiner is reluctant. 

Cancer of the rectum is not confined to persons in 
middle life or older; 10.8 per cent of one series 
occurred before the fortieth year and 2 to 3 per 
cent during the third decade. From 13 to 16 per 
cent of all cancers of the digestive tract involve the 
rectum. 

Rectal pain or tenesmus; diarrhoea or constipa- 
tion; blood, mucus, or pus in the bowel movements 
may arise from cancer or from a benign lesion. As 
a rule rectal pain is more often caused by a com- 
paratively trifling lesion, such as a fissure or inflamed 
hemorrhoid, than by a malignant growth. There 
may be only an indefinite uneasiness or pruritus 
which demands relief. If located in the ampulla 
the disease may go on to complete obstruction of the 
bowel and still cause little or no pain. It is only 
later on when the disease has progressed almost to 
its limit that the pain becomes more constant and 
severe. These cases are so well developed that 
they are practically inoperable. Pain is generally 
felt early when the anal margin is involved and is 
often accompanied by a bearing-down sensation 
in the rectum. 

A continuous dull pain in the lumbar or sacral 
regions, a sensation of weight in the perineum, pains 
shooting down the legs, and abdominal pains 
are often the first symptoms of rectal cancer and 
should lead to an early diagnosis. 

Hemorrhage is not always a constant feature; it 
may occur late or not at all, but in the absence of 
benign lesions a bloody discharge even when un- 
accompanied by other symptoms, may be one of 
the earliest signs of trouble. Cancer may exist 
above bleeding internal hemorrhoids. 

Among symptoms of early carcinoma which 
should stimulate investigation are constipation or 
diarrhoea. If the growth is in the upper third of 
the rectum it is usually circular and soon leads to 
an obstructive constipation. In an adult, increasing 
or extreme constipation which persists for weeks 
despite treatment calls for a rectosigmoidal exami- 
nation. 

Following closely upon the constipation there is 
often a diarrhoea which is most persistent. A proc- 
toscopic examination should be made in every case 
where there is a sudden onset of mucous colitis, with 
pain and tenesmus, in an elderly person who has 
previously had normal bowel movements, or in every 
case of diarrhoea which has resisted treatment longer 
than a week. After a growth breaks down, the 
movements increase in frequency and amount, 
being composed chiefly of blood and mucus and are 
usually indicative of ulceration of a growth in the 
ampulla. It may be thought to be ameebic colitis, 


and when the ameebiasis is further complicated by 
multiple adenomata of the rectum the condition 
is apt to be considered malignant. 
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Loss of weight usually becomes prominent during 
the ulcerative period of the disease only. As a 
rule it is only when the hemorrhages have been 
very profuse and when there is considerable sup- 
puration that the emaciation is marked. 

Ribbon-shaped stools are of little value as they 
are due to proctospasm and arise from internal 
hemorrhoids or from fissure. A history of urgent 
calls to stool immediately on arising; of stool ir- 
regularity associated with indigestion; or of flatu- 
lence in a normal individual demands a rectal ex- 
amination, as it is only at this time that operative 
measures are life-saving. 

In the early stage a neoplasm feels like a thick- 
ening of the submucous tissue. This infiltrated 
area is sessile, usually round or elliptical and readily 
movable on the underlying muscular layer. Later 
it becomes adherent and is felt as an annular stric- 
ture or a cauliflower growth, projecting into the 
lumen of the bowel. The overlying membrane 
is at first not affected, but soon it ulcerates super- 
ficially and gradually becomes deeper, so that it 
finally gives the sensation of an excavation with 
indurated base and margins. Rarely the growth 
may be soft. The digital examination should 
always precede the proctoscopic. 

Rectal malignancy must be differentiated from 
acute inflammatory conditions producing perirectal 
infiltration; from extrarectal lesions in either sex, 
which by impinging upon the bowel may cause 
obstructive symptoms, but which lack the bloody, 
mucous, or purulent discharge; from ‘‘sphincteric 
proctitis;” from polypus or a villous papilloma; 
and lastly, from a well-marked benign stricture of 
the rectum. The latter has a clear cut, firm margin, 
does not bleed easily, and is usually freely movable. 

In concluding the author- advocates a digital 
and proctoscopic examination in every individual 
giving a history of a discharge of blood, mucus, or 
purulent material from the rectum; persistent 
diarrhoea; unusual constipation following previously 
regular bowel movements; pain, tenesmus, bearing 
down or other abnormal sensations in these parts; 
unaccounted for loss of weight; obscure digestive 
disturbances, especially when accompanied by 
stool irregularities; or of any symptom which 
could be caused reflexly by a cancerous growth. 

E. K. ARMSTRONG. 


Svindt, I.: A Case of Prolapse of the Rectum 
Treated by Transplantation of Fascia (Et 
Tilfaelde af Prolapsus recti helbredt ved fri Fascie- 
transplantation). Hosp.-Tid., Kjgbenh., 1915, 
Iviii, 533. 

Svindt describes a case of prolapse of the rectum 
that he treated by running a strip of fascia around 
above the anus and drawing it up to reduce the 
opening to the normal size. Thiersch used wire 
in the same way, but Svindt thinks fascia is much 
better. The case he describes was in a child 15 


months old that had had prolapse of the rectum 
The prolapse was 


since the age of four months. 
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reduced and four incisions made through the skin 
and subcutaneous tissue around the anus, about 
1 cm. from the mucosa. The two lateral incisions 
were found to be unnecessary, however. A strip of 
fascia about 8 cm. long and 0.75 cm. wide was cut 
from the outside of the thigh. This was carried 
around the anus with a stout curved needle, intro- 
duced at the back incision and brought out at the 
front one. Then the ends of the strip were drawn 
up tight enough so that only the little finger could 
be introduced into the anus. The ends were sutured 
together with silk and buried. The inside of the 
fascia was turned inward. The wound healed by 
first intention and there has never been any ten- 
dency to prolapse since. The method can be used 
in adults also. A. Goss. 


Philippowicz, J.: Ligature Treatment of Hzmor- 
rhoids (Zur Ligaturbehandlung der Hiamorrhoid- 
en). Beitr. z. klin. Chir., 1915, xcv, 528. 


Philippowicz recommends the ligature treatment 
of hemorrhoids as being the simplest, and also the 
least difficult and dangerous for the patient. In 
Whitehead’s operation there is danger of gangrene 
of the edges of the wounds or healing by second inten- 
tion, even with the most careful technique. In the 
past five years he has operated for hemorrhoids in 
65 cases, by ligature in 62. 

His technique is as follows: After the usual prepa- 
ration of the intestine with castor oil and opium, 
general or local anesthesia is given and the sphinc- 
ter carefully stretched. When general anesthesia 
was used there were no after-pains worth mention- 
ing. If the sphincter is too much stretched there 
may be permanent imperfect continence. The 
hemorrhoids are seized with forceps and drawn 
downward and outward. An incision is made in the 
sulcus at the base on each side, a strong ligature in- 
serted in the groove made and drawn as tightly as 
possible. The greatest care should be taken not to 
include skin or too much mucous membrane. A 
tube is inserted to occlude the rectum. The liga- 
tures are left 5 cm. /ong and are generally discharged 
after five to seven ‘ays with the hemorrhoids. 
After the operation the patient is given opium for 
four days. After the discharge of the hemorrhoids 
the treatment consists in daily sitz baths and the 
application of boric acid salve. The tube is re- 
moved after four days, or even sooner if it is not well 
borne. 

In the discussion, Hurscumip said he had used 
the ligature treatment in 10 cases, but the pain after 
operation was so great that he discontinued its 
use and now uses the Mikulicz operation. . 

KUrrner said there was pain after ligation only 
when skin was included in the ligature. He prefers 
the method on account of the rapidity with which 
it can be performed and the fact that strictures 
are not formed. 

PEISER also advocated ligature treatment. 

BazporrF did not agree with the objections made 
to the Whitehead operation. He has used it in 
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several hundred cases with good results, having 
never had stricture, incontinence, or recurrence. 
Therefore he prefers it, even though it is the more 
radical method. A. Goss. 


LIVER, PANCREAS, AND SPLEEN 


Yeomans, F. C.: Primary Carcinoma of the Liver: 
Operation for Recurrence Over Seven Years 
After Primary Operation. J. Am. M. Ass., 1915, 
Ixiv, 1301. 

Yeomans briefly reviews his former report of a 
patient well two years. The history was quite 
negative. Physical examination showed at that 
time a tumor in the right hypogastrium, oval and 
firm, extending from the right costal margin down- 
ward to an inch below the navel and slightly beyond 
the mid-line. It moved with respiration and per- 
cussed flat with the zone of tympany just below 
the costal arch. The tentative diagnosis was tumor 
of the kidney or liver. Operation revealed a tumor 
of the liver, covered by a network of congested veins. 
The mass imparted a cystic feel and by its position 
precluded palpation of the bile-ducts. The fundus 
of the gall-bladder was normal. 

The tumor mass was incised and found to be a cyst 
about the size of a grapefruit, full of trabeculae and 
degenerated tissue, which was removed by means 
of a curette; rubber drainage tubes were put into 
the cavity and the cavity packed lightly with gauze. 
The wound healed in four weeks. 

The pathological diagnosis was that of a necrotic 
carcinoma of a considerable degree of malignancy. 

The patient improved in health and remained 
well for six and a half years, when the symptoms 
reappeared. Examination some time after the 
first, operation revealed a ventral hernia at the site 
of the scar with an induration in the abdomen 
underneath the scar. Shortly before the second 
operation she had been injured in the right side. 

Examination revealed a tumor in the abdomen 
at the site of the old scar, which moved with the 
liver on respiration. X-ray revealed a mass pro- 
jecting over and pressing on the transverse colon 
enough to press the contents immediately under 
it to one side. A diagnosis of tumor was made. 

A second operation revealed a tumor the size of a 
grapefruit enclosed in a fibrous capsule. The mass 
was enucleated by blunt dissection. Bleeding was 
moderate and easily controlled. A rubber tube and 
gauze packing were again used, with partial closure 
of the wound. The patient died one hour after the 
operation from symptoms resembling embolism. No 
necropsy was obtained. 

The pathological diagnosis was a tumor which 
might be taken for a mixed cell sarcoma, but fibrous 
stroma forming alveoli filled with epithelial cells 
not associated with blood-vessels led to a diagnosis 
of carcinoma. That part which appeared sarcoma- 
tous was decided to be inflammatory, or a fibrous 
mass which had undergone necrosis. The presence 
of bile pigments suggested hepatic origin of tissue. 
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The tissue was so necrotic that the true picture 
was obscured. Yeomans looked up the literature 
five years ago, and at that time 9 cases had been 
reported. He gives a table of cases reported from 
1909 to 1914 embracing 7 more cases, making 16 
in all. He quotes Eggel as classifying primary 
carcinoma of the liver as occurring in three forms: 
(1) massive mostly in the right lobe, (2) infiltrating, 
very rare, (3) nodular; usually one primary with 
several smaller nodules, the usual primary type. 
The prognosis is hopeless. The differential diagnosis 
is from hepatic abscess, hydatid or other cyst of 
liver, tumor of stomach, colon, mesentery, pancreas, 
or kidney; gall-stones, aneurism of aorta, fibroid 
of uterus, and ovarian cyst. 

He recommends early exploration of the masses 
in the right upper quadrant. Donatp S. Gorpon. 


Irwin, H. C., and MacCarty, W. C.: Papilloma of 
the Gall-Bladder; Report of Eighty-Five 
Cases. Ann. Surg., Phila., 1915, lxi, 725. 


Among 2,168 gall-bladders which were examined 
between January 1, 1907, and January 1, 1915, 85 
specimens were found in which one or more papillo- 
mata were seen. 

In all cases the mucosa was intact. The papil- 
lomata vary from twice to five or six times the 
length of normal villi. They are usually peduncu- 
lated, frequently racemose, and usually white or 
yellow. They appear in any portion of the organ, 
being confined neither to the neck nor the fundus. 

Upon microscopic section they appear to be hyper- 
trophic villi, the tissue elements of which present 
a hyperplastic condition. The connective tissue 
and glandular tissues are greatly increased, the latter 
being so distorted that sections cut the glands in 
many different planes. The epithelium of the glands 
is hypertrophic and occasionally hyperplastic, and 
practically always completely covers the growth. 

In the stroma one often finds large round or oval 
cells which contain fat or some fatty substance, this 
condition probably being responsible for the yellow- 
ish gross appearance of the growths. 

In no case were there any signs of early carcinoma, 
although similar hypertrophic conditions of the 
villi have been seen in association with carcinoma- 
tous outgrowths of the gall-bladder. 

The condition occurred in cholecystitis catar- 
rhalis acuta, cholecystitis catarrhalis chronica, 
cholecystitis catarrhalis cystica, cholecystitis catar- 
rhalis carcinomatosa, and cholecystitis catarrhalis 
purulenta necrotica. 

It occurred with and without the association 
of stones and was found more frequently in females 
than males, probably due to the fact that more 
gall-bladders were removed in females. 

The authors report these cases in order to stimu- 
late observers to watch for the association of the 
condition with malignant changes in the musoca, 
since it is associated with chronic inflammation 
and has been associated with late carcinoma. 

It is quite possible, in the light of recently dis- 
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covered facts relative to the stages of epithelial 
hyperplasia from chronic irritation, that these 
fibro-epithelial proliferations may also present the 
stages which are apparently a part of a cytological 
reaction, which ends in a malignant condition. 


Hubbard, J. C., and Kimpton, A. R.: Gall-Stones. 
Ann. Surg., Phila., 1915, lxi, 535. 


The authors report observations and statistics 
in 226 cases of gall-stones in the Boston City Hos- 
pital. Stones were found at operation in every 
case studied. 

There were three times as many women as men 
operated on, and 60 per cent of the cases fall between 
30 and so years. Previous attacks of typhoid oc- 
curred in 28 per cent, and indigestion severe enough 
to be noted by the patient in two-thirds of the cases. 

Pain occurred in 212 cases, most commonly in 
the right hypochondrium and epigastrium. It may 
occur on the left side. In 46 per cent of cases, the 
pain radiated to other parts; in 45 per cent to the 
back; and in 23 per cent to the right shoulder. 
Vomiting was present in 62 per cent of cases and 
rarely contained blood. 

In 107 cases, or 48 per cent, jaundice of some 
grade was noted. The stones in 70 cases were in 
the gall-bladder, and in 25 cases in the common 
duct. It is doubtful if the presence or absence of 
jaundice aids in diagnosing the position of the 
stone. 

Chills were infrequent and invariably accom- 
panied a grave condition in the gall-bladder. 

Tenderness and spasm together occurred on 
physical examination in the right upper quadrant 
in 107 cases; tenderness alone in this situation in 
56 cases. An abdominal mass was felt in 49 cases 
and ‘the liver was palpable in 23. 

At operation adhesions were found in 28 per cent. 
Of 23 cases of contracted bladders, 38 per cent had 
stone in the common duct, while in 54 cases of 
distended bladders 7 per cent had stone in this 
situation, thus conforming to Courvoisier’s Law. 

Cholecystostomy was done in 177 cases and 
cholecystectomy in 24. As a rule the convalescence 
was uneventful, with the exception of pulmonary 
complications in 14 cases. 

Of the series, 31 cases, or 13 per cent, 
died. All these were of the most serious type; 8 
were inflamed, necrotic, or perforated, and 16 had 
stones in the ducts. * A detailed report is given 
of 9 of the more interesting cases, showing that the 
most common causes of death are pulmonary com- 
plications and gradual progressive weakness. The 
latter being most resistant to treatment. 

After combining figures from various hospitals 
Codman finds the average mortality to be 7.5. 

Of ox cases followed, 81 per cent consider them- 
selves cured. The failures are usually due to a 
failure to remove all stones or to too short drainage. 

The author concludes that (1) gall-stones occur 
most frequently in women; (2) the history and 
examination are usually suggestive of gall-stones; 
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(3) a permanent cure in the majority of cases is 
obtained by primary operation; and (4) the chief 
complications are pulmonary and asthenic. 

Parties M, CHASE. 


Ohly, A.: Chemistry of the Stomach in Gall-Stone 
Disease; Etiology and Treatment (Beitrag zur 
Frage des Magenchemismus bei Gallenblasener- 
krankungen; Atiologie und Therapie). Arch. f. 
Verdauungskr., 1915, xxi, 128. 


Ohly gives the results of examination of the stom- 
ach contents in 87 cases of gall-stone disease: in 
19 there was hyperacidity, in 13 normal stomach 
contents, and in 46 sub- or anacidity. The ma- 
jority of the chronic cases show sub- or anacidity. 
In most of these cases palpation showed marked 
changes in the liver. Most of the cases with 
hyperacidity are acute cases in which the disease is 
recent. As these are the cases that most frequently 
come to the surgeon’s attention there is a prevailing 
opinion among surgeons that gall-bladder disease is 
accompanied by hyperacidity. 

There are a number of factors in the etiology of 
gall-stones. It has been shown that pure choles- 
terin stones may arise in sterile bile, while the 
mixed stones are due to stasis and infection. Pa- 
tients with pure cholesterin stones may have no 
symptoms at all or only those of secondary stomach 
disturbance; and although the stomach condition is 
more often secondary to the gall-bladder condition, 
we may find inflammation of the gall-bladder sec- 
ondary to stomach disease. Other factors in the 
production of gall-stones are infectious diseases, 
especially influenza and typhus, and disturbances in 
metabolism. In many cases there is an inherited 
tendency to other disturbances of metabolism also, 
such as gout, obesity, and diabetes mellitus. In one 
of the cases reported the gall-stones were associated 
with diabetes, and Ohly believes that this com- 
bination is not very unusual. 

In treatment it must be remembered that these 
secondary disturbances do not disappear simply 
from the removal of the gall-stones, but that ade- 
quate dietetic and hygienic after-treatment must be 
given. A. Goss. 


Gewin, W. C.: Cholescystostomy or Cholecystec- 
tomy in Gall-Bladder Disease. Am. J. Surg., 
IQI5, XXix, 219. 

Gewin gives a résumé of the status of cholescys- 
tostomy and cholecystectomy together with his own 
opinion of the two procedures. 

To him, the mere diagnosis of stones or gall- 
bladder infection indicates operation, as the pres- 
ence of stones is always evidence of a pathological 
condition. The earlier the operation, the safer the 
procedure. In these simple cases, Mayo gives the 
percentage of cures as 95. 

Gewin believes there are as yet no well-defined 
principles which can invariably be followed in the 
treatment and management of these cases. Former- 


ly cholecystostomy was recommended by prominent 
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men (the Mayos, Frank, Power, etc.), but today the 
trend is toward cholecystectomy, as shown by the 
writings of these same men. 

As for the “‘ideal”’ operation, i-e., closure of the 
gall-bladder without drainage, he believes it should 
have absolutely no place in gall-bladder surgery. 

The re-formation of gall-stones is considered 
very rare, and in those cases where they have been 
supposed to re-form, in the author’s opinion the 
stones have been overlooked at the primary opera- 
tion. Maurice Richardson is quoted as never having 
seen a case of re-formation of gall-stones. 

The author concludes that the decision between 
the two procedures is largely a question of technical 
expediency in a given case, and that only mature 
judgment can dictate what is best. P.M. Cuase. 


Medak, E., and Pribram, B. O.: Clinical Value of 
Examination of the Bile (Klinisch-pathologische 
Bewertung von Gallenuntersuchungen am Kranken- 
bett). Berl. klin. Wehnschr., 1915, lii, 706, 740. 


It has long been believed that examination of the 
bile would yield valuable clinical information, but 
only since the introduction of Einhorn’s duodenal 
sound has it been possible to obtain it for examina- 
tion. Medak and Pribram report the results of 
their examination of the duodenal contents in va- 
rious pathological conditions. They describe the 
technique of their examination for coloring matter 
and cholesterin. 

There is an increased amount of bile pigment in 
all hemolytic diseases; that is, those diseases in 
which there is increased destruction of red blood- 
cells, such as congenital and acquired icterus, 
pernicious anemia, and Banti’s disease. A marked 
increase in bile pigment is a sure sign of increased 
destruction of red cells, and in connection with 
anemia, an indication for splenectomy. After 
splenectomy the color of the bile returns to normal 
and there is an increase in the number of erythro- 
cytes. They thought that the demonstration of 
uroblin in the duodenal contents might be used in 
the diagnosis of cholelithiasis, but they found it 
of value only when negative. When it is negative 
infection of the bile tract is excluded, but a positive 
finding may be caused also by liver insufficiency. 

During the menstrual period there is an increased 
destruction of leucocytes and therefore increase of 
coloring matter in the bile. The cholesterin con- 
tent of the blood is increased in cholelithiasis, kid- 
ney diseases with high blood-pressure, hypertrophic 
cirrhosis of the liver, catarrhal icterus, and diabetes. 
This hypercholesterinemia is probably due to re- 
tention, as there is a decreased excretion of choles- 
terin in the bile in these cases. After splenectomy 
the cholesterin in the blood increases, while that ex- 
creted in the bile decreases. In pregnancy the 
cholesterin content of the blood decreases from 
month to month. This seems to confirm Neumann’s 
and Hermann’s hypothesis of lipoid retention; their 
theory being that the lipoids are retained to be used 
during the period of lactation. A. Goss. 


Gerster, J. C. A.: The Feeding of Bile Collected 
from Biliary Fistulz in Obstruction. J. Am. 
M. Ass., 1915, lxiv, 1900. 

In 1912 Schmilinsky reported a case wherein he 
fed bile to a man with a biliary fistula, after re- 
section of the stomach, with excellent results; and 
Gerster adds one other. 

The patient, aged 44, gave a history of gall- 
bladder disease and in an intensely septic condition, 
with a right hypochondriac mass reaching to the 
umbilicus. Upon opening the abdomen a large 
pericholecystitic abscess was found. The gall- 
bladder showed a severe cholangitis, but owing to 
the patient’s condition nothing more than drainage 
was undertaken. 

Convalescence was very much disturbed, being 
complicated by bleeding from the gall-bladder and 
by bronchitis. Seven weeks later there was a 
condition of profound asthenia, with all the bile 
draining through a fistula. 

The bile was collected and fed through a stomach- 
tube twice a day 16 ounces each day. No nausea 
was present. 

Two weeks later the patient’s condition was so 
improved that a further operation was attempted 
and an impacted stone removed supraduodenally 
from the papilla of Vater. Drainage was introduced. 
This convalescence was uneventful and the patient 
has remained cured. 

Gerster concludes that the administration of bile 
in physiological quantities in cases of biliary 
fistula with common duct obstruction is distinctly 
worthy of trial when the case becomes debilitated 
and asthenic. P. M. Case. 


Philippowicz, J.: Surgery of the Common Bile- 
Duct (Uber Choledochus-Chirurgie). Beitr. 
klin. Chir., 1915, xcv, 487. 

In affections of the gall-bladder most German 
surgeons, in contrast to the American and English 
ones, prefer cholecystectomy; but there is consider- 
able difference of opinion as to whether this should 
be combined with drainage of the common or hepatic 
ducts. Philippowicz always performs cystectomy, 
but adds drainage of the hepatic only in certain 
cases. He does not drain if there is no history and 
no symptoms of infection of the ducts, or even if 
there is a history of duct involvement at some past 
time and objective examination during operation 
does not indicate it as present. 

In acute occlusion of the duct by a stone, most 
surgeons leave the patient to the internist, but the 
author believes that if there are no signs of relief 
from the occlusion within a few days, operation 
should be performed. If there are signs of chol- 
angitis such as chills, fever, pain, vomiting and 
other signs of irritation of the peritoneum, there 
should be no delay. There is no object in putting 
the operation off until adhesions and cicatricial 
tissue have been formed and the patient’s general 
condition is worse; moreover if operation is deferred 
there is the danger of involvement of the pancreas, 
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which gives rise to further serious complications. 
The mortality of operation in the early stages is not 
over 2 per cent. 

The incision should be longitudinal in view of the 
rather frequent anomalies of the blood-vessels; it 
can then be lengthened at will and more favorable 
conditions for drainage secured, though a trans- 
verse incision is probably better from the point of 
view of avoiding later strictures. The duct should 
be carefully sounded and if possible, explored digital- 
ly to be sure that all stones are removed. The 
stones should never be crushed as was formerly 
done. They may injure the mucous membrane, 
causing inflammatory processes and recurrence. 

According to the opinion of the most skillful gall- 
stone operators, Kehr, Korte, and Poppert, drainage 
should always be established by means of T-drains 
with lateral openings. If the stone is in the retro- 
duodenal or pancreatic part of the duct, Kocher’s 
mobilization of the duodenum is to be heartily recom- 
mended. In this way the place can often be 
brought into view, the stone pushed up into the su- 
praduodenal part and extracted there. If this is 
not possible or adhesions prevent mobilization of the 
duodenum, transduodenal choledochotomy or papil- 
lotomy may be performed by MacBurney’s method. 
According to von Biingner the end of the duct in 
about go per cent of the cases runs into the head 
of the pancreas. In many cases it is necessary to 
traverse the head of the pancreas to reach the stone, 
and this subjects the patient to the same dangers as 
any injury of the pancreas. If the occlusion of the 
end of the common duct is of such a nature that it 
cannot be overcome, as in carcinoma or certain 
forms of chronic indurative pancreatitis, the last 
resort is an anastomosis between the common or 
hepatic duct, or gall-bladder, and the stomach, 
duodenum, or jejunum. In order to simulate 
physiological conditions as much as possible it is 
preferable to utilize the duodenum. Kehr prefers 
anastomosis between the gall-bladder and the 
stomach, Mayo between the hepatic duct and the 
duodenum, Kiittner lateral anastomosis between 
the common duct and the duodenum. 

If there are small defects, especially in the ante- 
rior wall of the duct, such as are sometimes pro- 
duced during the operation, it is best to insert a 
T-drain. Large defects may be covered with 
flaps from the neighboring parts, the duodenum, 
stomach, or gall-bladder. If the duodenal segment 
of the common duct cannot be found or is com- 
pletely obliterated, Verhoogen and Jenckel’s plan 
may be followed. They substitute for the duct a 
rubber drain between the central stump and the 
duodenum. In extreme cases Kuhn’s method may 
be practiced; viz., establishing both duct and 
jejunal fistule in the abdominal wall, and at a 
second operation uniting them with a rubber tube. 
As no symptoms of stricture appear after the 
Verhoogen-Jenckel method, it may be assumed that 
a true mucous membrane canal is formed. Brever 
has formed a bile-duct from omentum; Kausch 
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from an intestinal loop; Giordano from a trans- 
planted vein. 

With reference to after-treatment, T-drains 
should be removed the eighth day; others are 
ordinarily left 14 days. Kehr attaches special 
importance to irrigating the gall-ducts as thorough- 
ly as possible to be sure of removing all stones, but 
this procedure is painful and unpleasant for the 
patient and necessitates the use of large tampons, 
with the resultant danger of hernia. It is prefer- 
able to make very sure of having removed all 
stones at the operation. An unusual form of com- 
mon duct disease is idiopathic cyst, which should 
be treated by anastomosis with the intestine. 
Foreign bodies and parasites can be successfully 
removed by choledochotomy. 

According to the most recent statistics of ectomy 
with drainage in a not too far advanced stage, the 
total mortality is 2 or 3 per cent, and permanent 
recoveries over go per cent. A. Goss. 


Mehliss: Acute Pancreatitis 
kreatitis). 
439, 472. 

In the past six years the author has treated 8 
cases of acute pancreatitis in which the diagnosis 
was confirmed by operation or autopsy. Of the 
7 patients operated upon, 5 died; the patient not 
operated upon also died. In 6 of the cases operated 
upon there were changes in the gall-bladder, and 
also in the case not operated upon. In 2 of the 
cases there was sugar in the urine. In all of the 8 
cases there were fat necroses in the omentum and 
peritoneum that indicated disease of the pancreas. 

The cases may be divided into two groups, ac- 
cording to the degree to which the disease has 
progressed: (1) those in which the pancreas is 
swollen and hard and hemorrhagic, and (2) those in 
which necrosis and suppuration has begun. 

Korte had 16 recoveries from 21 operations in the 
first group and 2 recoveries in 13 operations in the 
second group. 

The disease often begins suddenly with attacks 
of severe pain in the region of the stomach or gall- 
bladder, and vomiting. In 4 of the 8 cases described 
the pain was in the left epigastrium and there was 
also sensitiveness on pressure. The face is cyanotic 
and there are signs of peritonitis. Many of the 
patients are obese and have had symptoms of gall- 
stones for years. If in addition to these facts 
there is sugar in the urine, an exploratory operation 
on the suspicion of pancreatitis is justified, for if 
operation is not performed at once necrosis may take 
place within a few hours. A. Goss. 


(Uber akute Pan- 
Miinchen. med. Wehnschr., 1915, \xii, 


MISCELLANEOUS 


Soresi, A. L.: Reconstruction and Repair of 


Abdominal Organs with Intestinal Grafting. 
Surg., Gynec. & Obst., 1915, xx, 668. 


Soresi’s fundamental idea in the preparation of 
his paper was to conduct a systematic study to 
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learn under what conditions it is possible to graft 
a piece of small intestine so that a reconstructive 
instead of a demolishing operation might be per- 
formed. By reconstructing or repairing the abdo- 
minal organs in such a manner that after the opera- 
tion they retained their anatomical form and 
physiological function. 

The usual procedure is to resect a piece of small 
intestine of suitable size from the most accessible 
portion, leaving it attached to the root of the mesen- 
tery by its own blood-vessels, and graft wherever 
necessary. The author has applied this principle to 
the following conditions: 

(1) Reconstruction of the pylorus; (2) patching 
up defects of the stomach and intestine; (3) the 
construction of the common biliary duct; (4) estab- 
lishing the continuity of any portion of the colon 
after extensive resection of same. 

1. In reconstruction of the pylorus Soresi resects 
a piece of the small intestine, about 3 centimeters 
in length, and with a seroserous suture secures 
it over the pylorus; then, a longitudinal incision 
is made through the pylorus extending about two 
centimeters on the duodenum and two centimeters 
on the stomach. The intestine is also cut longitud- 
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inally so that it opens and presents itself as a large 
square piece. This is secured over the longitudinal 
cut to the pylorus with a through-and-through 
suture reinforced by the completing of a seroserous 
suture. 

2. In patching up the defection of stomach and 
intestine the same procedure is applied as in the 
reconstruction of the pylorus. 

3. In reconstruction of the common biliary duct 
a piece of small intestine, one end of which is invert- 
ed, is secured against the liver taking into its lu- 
men the end of the common duct; the other end of 
the intestine is implanted in the duodenum. 

4. In reéstablishing the continuity of a portion 
of the colon after prolonged extension of the same a 
suitable piece of small intestine is anastomosed to 
the two stumps of the colon, filling the gap left 
between them with the grafted piece of small intes- 
tine. Soresi states that the grafting of abdominal 
organs is useless unless a perfect blood supply is 
provided, and advises his method of intestinal 
anastomosis, which is a medium between end-to-end 
and lateral anastomosis. This procedure has been 
successful, and Soresi states that it can be applied 
by competent surgeons in their clinical work. 
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DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS. CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


Smith, F. D.: The Periosteal Regeneration of Bone. 
Surg., Gynec. & Obst., 1915, XX, 547. 


Smith gives a report on animal experimentation 
to determine the exact constituents of the perios- 
teum, either as it exists intact or as it exists after 
it has been stripped from the compact bone. The 
periosteum in a surgical sense is an extremely 
variable structure and is dependent upon the in- 
dividual performing the subperiosteal resection. 
From a surgical standpoint the periosteum is that 
membrane which remains after a careful sub- 
periosteal resection of the underlying bone, especial 
care being exercised that no bone elements are left 
behind. The cellular elements of the periosteum 
are increased either by toxic, chemical, or mechan- 
ical causes. Therefore it would be expected that 
in experiments produced with such a varying struc- 
ture, although all other details were identically 
carried out, the results would be at a greater or less 
variance with each other even so far as absolutely 
contradictory results were concerned. 

From the histological study of the intact perios- 
teum there is no demonstrable line of separation 
between the periosteum and the compact bone. 
Occasionally an artificial line of separation is pro- 
duced during the fixing process. 

The histological elements of the periosteum 
vary with the method of subperiosteal resection; 


i.e., periosteum obtained with a quick stroke of the 
periosteotome differs from that obtained with a 
slow raising motion of the instrument. It is pos- 
sible at the present time to vary the end-results 
according to certain technique; i.e., periosteum 
stripped quickly and with a sharp periosteotome will 
produce bone in a greater percentage of cases if 
young animals are employed than if adult animals 
are used. Likewise a greater percentage of positive 
results will be obtained with periosteum stripped 
slowly and with an elevating action of the periosteo- 
tome, than when the periosteum is quickly torn 
loose from the compact bone. A large percentage 
of positive results can be obtained by using very 
young animals and small strips of periosteum. 

During the stage of developing bone the perios- 
teum contains an active third layer, which the author 
calls the periosseous layer, in which is found fine 
connective-tissue fibrils, numerous small blood- 
vessels, and rows of small cells, the osteoblasts. 
After the growth of bone has ceased, this perios- 
seous layer diminishes to a few remnants of its 
former structure and contains few small blood- 
vessels and only an occasional osteoblast. The 
histological structure of the periosseous layer is 
intimately associated with the function of the peri- 
osteum; its cellular elements increase or decrease 
numerically directly with the physiological or patho- 
logical variation of its function. In adult bone its 
function is slightly different from that of young 
— and extremely at variance with that of irritated 
one. 
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Fibrin is an active stimulant to osteoblastic 
activity. 

The end-results of the transplantation of perios- 
teum are dependent -upon the following factors: 

1. Stage of bone development. 

2. Manner in which subperiosteal resection is 
performed. 

3. Condition suitable to fibrin formation. 

4. Sufficient blood supply. 


Prentiss, C. W.: The Origin and Fate of the 
Osteoclasts. Surg., Gynec. & Obst., 1915, xx, 678. 


Osteoclasts or polykaryocytes have been derived 
by different investigators from fused osteoblasts, 
from fused bone-cells, from the endothelial cells of 
capillaries, from lymphoid cells, and from the reticu- 
lar cells of bone-marrow. Their numerous nuclei 
have been regarded as arising (1) by mitotic divi- 
sion, (2) from the nuclei of fused bone-cells, and 
(3) from the fusion of small osteoclasts. The 
osteoclasts are believed by most authorities to be 
the active agents in resorbing bone, but there is no 
evidence as to how the dissolution of the bone is 
accomplished. Some regard them as amoeboid 
phagocytes, some as cells which may reverse their 
functions and again produce bone, while others 
believe that they are degenerating cells, the products 
of bone-dissolution. According to Maximow they 
have much in common with the giant cells of bone- 
tumors and those which appear about foreign bodies 
in inflammatory or atrophic tissue. 

The author, after a study of the bone-tissue in the 
mandible and maxilla of human and pig embryos, 
concludes that in the early stages of bone develop- 
ment osteoclasts may be formed from the reticular 
cells of the bone-marrow. In later stages osteo- 
blasts which have ceased secreting bone form a 
syncytium of flattened cells. By an increase in 
the amount of their cytoplasm, which also becomes 
vacuolated and strongly eosinophilic, the osteo- 
blasts are converted into osteoclasts. During the 
resorption of the bone matrix, apparently by the 
osteoclasts, other osteoblasts and bone-cells are 
taken up into, and become a part of, the osteo- 
clasts. 

Thus the nuclei of the osteoclasts increase rapidly 
in number although no case of nuclear division was 
observed. Ultimately many of the osteoclasts un- 
dergo complete degeneration, while others may be 
resolved into the cellular reticulum of the bone- 
marrow. It is improbable that they again take 
part in the formation of bone-tissue. 


Pryor, J. H.: A Preliminary Report on the Rollier 
Treatment for So-called Surgical Tuberculo- 
sis. N.Y. St. J. Med., 1915, xv, 208. 


The author protests against the neglect of con- 
stitutional treatment for non-pulmonary tuberculo- 
sis. When the tuberculosis is pulmonary it is the 
custom to give the patient all the hygienic benefits 
of fresh air, high altitude, and sunshine, while 
those suffering from the disease in other parts of 
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the body, and they are usually children, are re- 
garded as “‘surgical’’ cases and kept in a closed ward. 
Admitting that in some instances surgical inter- 
ference is necessary it is urged that such treatment 
should be supplemented by all the influences which 
can contribute to the general hygiene of the patient. 
The introduction of heliotherapy in Europe is the 
result of appreciation of these facts and impatience 
with the old routine methods. 

Although direct sunlight for therapeutic pur- 
poses has been used to some extent for centuries 
it is only recently that the method has been put on a 
scientific basis. Credit for this is due especially 
to Rollier of Switzerland. His method consists in 
gradually exposing the entire body to direct sun 
rays, carefully avoiding sunburn by beginning 
with five-minute exposures every hour of feet and 
ankles only on the first day, increasing the time and 
the area exposed until the entire body is exposed 
and deeply pigmented. Finally after a deep tan 
is obtained the diseased part is exposed. The 
patients are kept on beds, and mechanical apparatus 
for fixation and extension are applied where nec- 
essary. His case reports for the past ten years 
show over 80 per cent cures in closed cases and 
over 70 per cent in open cases. His clinic is at 
an altitude of 4,200 feet and there are about 700 
patients. 

The author has been carrying out the Rollier 
method near Buffalo at an altitude of 1,650 feet 
and has shown that this climate is not prohibitive 
to the method. ‘Two factors have worked against 
the method, the lack of coéperation on the part of 
the patients and the long periods of cloudy weather 
experienced at certain seasons. In spite of these 
obstacles Pryor seems to have established an in- 
stitution for heliotherapy which gives promise of 
valuable results. So far his case reports show 
many cures of tubercular adenitis and arthritis. 
Drainage has ceased and sinuses have closed in 
some cases. Final reports are not made on account 
of the short time of treatment. W. A. Crark. 


Hackenbruch: Treatment of Surgical Tuberculosis 
with Tuberculin ‘‘Rosenbach.’’ Deutsche med. 
Wehnschr., 1915, Apr. 22. 


The technique of the method is given. The in- 
jections are used in initial doses of 0.1 to 0.5. 
Eighty-one cases were treated, most of them joint 
and glandular tuberculosis. According to the 
author’s experience the favorable influence of the 
tuberculin ‘‘Rosenbach” injections was clearly 
manifest. The general condition was improved, local 
pain was diminished, and the fistulous secretion 
stopped gradually. The tuberculin “Rosenbach” 
is recommended both for diagnostic and therapeutic 
purposes. In carefully increased dosage given for a 
number of months it has a decided curative effect, 
especially in conjunction with the current methods 
of conservative treatment, as Bier’s hyperemia, 
heliotherapy, and iodine medication. 

A. STEINDLER. 
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Matthews, A. A.: Secondary Carcinoma of the 
Bone. JN. Y.M.J., 1915, ci, 1150. 


The author reports a case of his own, and ex- 
tensively reviews the literature on the subject. 
He finds that secondary carcinoma of the bone 
is not as rare as generally supposed, and is of clinical 
interest in connection with lumbago, rheumatism, 
etc. It has even been stated that metastasis into 
the bone is frequently the first evidence of prostatic 
tumor. He agrees with von Recklinghausen and 
Thiele, and others that these metastatic growths 
occur primarily in the medullar bones and spread 
to the subperiosteal tissue through the foramina; 
that the growths occur especially in the bones 
which are most liable to trauma; that the bone 
changes may be either simple erosion of the bone 
by growth, or great expansion of the bone, or infil- 
tration of the bone without marked expansion but 
with osteoplastic changes; or extension of the growth 
of the subperiosteal tissues, with or without osteo- 
plastic changes in the subperiosteal growths. 
Metastasis occurs through the veins. The bones 
most frequently involved are vertebra, flat bones of 
the skull, and bones of the upper and lower ex- 
tremities. The chief sources of secondary deposits 
in bones are carcinoma of the prostate, the thyroid 
and mammary glands. DeForest P. WILLARD. 


Moore, J. E.: Some of the Rarer Forms of Joint- 
Disease. J.-Lancel, 1915, xxxv, 234. 


Moore discusses four joint conditions which are 
commonly incorrectly diagnosed by the average 
practitioner because of their rarity. 

Caries sicca he describes as a form of tuberculous 
joint disease most commonly affecting the shoulder, 
and is characterized by pain, increasing limitation 
of motion, and atrophy of the humerus. There 
is absence of suppuration. The treatment is 
absolute rest in plaster if necessary. The prognosis 
is good as to cure but there is usually complete 
ankylosis. 

Hydrops articuli usually affects the knee and is 
a simple subacute inflammation characterized by 
gradual painless distention of the joint which be- 
comes fusiform in shape. It may be limited to one 
knee or both may be involved. The author is 
inclined to consider it a form of mild tuberculosis. 
The treatment is rest with pressure. If this fails 
he advises aspiration and irrigation with a mild 
iodine solution repeated if necessary. The progno- 
sis is good. 

Charcot’s disease, which occurs in the course of 
tabes dorsalis in about 10 per cent of cases, may 
precede the ataxia (a fact often overlooked) or ap- 
pear some time after. The condition appears as a 
sudden, painless swelling of the joint which may ina 
few days assume considerable proportions. There 
is softening of the ligaments, cartilage, and articular 
ends of the bones, and complete disorganization 
of the joint. The treatment is supported by me- 
chanical means, as resection has rarely been followed 
by union. 
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Hemophiliac joint develops in those with a 
hemorrhagic diathasis and is characterized by an 
effusion of blood into the joint which may remain 
fluid for a long time and finally coagulate. The 
knee is most commonly affected and the condition 
is more frequent in males on account of their pre- 
disposition to hemophilia. The onset is usually sud- 
den and frequently preceded by injury; there is pain, 
tenderness, and a rise of temperature, due to ab- 
sorption. The course of the disease is essentially 
chronic and it is difficult to make a diagnosis be- 
tween this condition and tuberculosis unless there 
is a history of hemophilia. It is important to make 
a diagnosis in this condition because of the danger 
to life if operation is attempted. The prognosis is 
grave, but not hopeless; there is a tendency to 
recurrence. The treatment consists in rest with 
elastic pressure and the hypodermic injection of 2 to 
3 mm. of blood serum to increase the coagulability 
of the blood. Frank D. Dickson. 


Macy, M. S.: Pituitary Gland in Gonorrheal 
Arthritis; a Report of Three Consecutive 
Cases. Med. Rec., 1915, \xxxvii, 1024. 


Macy states that Wallace and Child gave intra- 
muscularly a fresh preparation of pituitary of the 
ox in physiological salt solution to some cases of 
gonorrhoeal arthritis, resulting in lessening of pain 
and swelling, and improvement in motion. The 
three cases here reported had received vaccines and 
other treatment. The secretions were repeatedly 
sterile, but the arthritis continued unabated. The 
cases were referred to the author for high-frequency 
treatment of the joints. Two cases had received 
the usual treatment, with thyroid in addition. 
‘Case 1 had fingers of both hands involved, in Case 2 
the right was involved. High-frequency did no 
good, the pituitary preparation in tablet form was 
triturated, spread on the skin, and ionized into 
the joints by high-frequency current. Case 1 was 
well in two weeks, with no return in three months. 
Case 2 was well in six weeks. Not over two grains 
were used at a dose. Case 3 was in a boy of 
ten, the left knee and ankle being involved. Cure 
resulted in six weeks. The systemic effects of the 
pituitary preparation were those generally noted by 
observers. C.A Stone. 


Alexander, E. G.: Rupture of the Biceps Flexor 
Cubiti. Ann. Surg., Phila., 1915, |xi, 608. 


Rupture of the biceps tendon is a rare accident; 
the literature cites only 74 cases, 5 of which were 
operated upon. Alexander reports 8 cases of which 
5 were operated upon. 

The causes of this condition are direct force, 
muscular contraction, indirect force, as a fall on the 
shoulder; disease or malformation may be an under- 
lying cause. In 6 of Alexander’s cases the patients 


were 50 years old or over. 

The rupture may occur through the belly of the 
short or long head, through the belly of the muscle 
proper, at the transition point of the belly and 
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tendon, through the tendon of the long head or 
tendon of the muscle. 

The symptoms at the time of the injury may 
be slight, the patient-noting nothing, or they may 
be severe and immediately incapacitate. Swelling 
and ecchymosis may but do not always accompany 
the rupture. The physical findings depend upon the 
site of rupture. Rupture through the belly gives a 
furrow between the two ends which can be widened 
by extending the forearm; in rupture of the tendon 
of insertion, flexion and supination of the forearm 
may be interfered with and the belly of the muscle 
drawn up nearer the shoulder. In rupture of the 
long head anywhere in its course we get bulging 
of the biceps at a point nearer the elbow than nor- 
mal, a flabby condition of the muscle, an abrupt ter- 
mination of the bulging above, and an inability to 
feel the tendon above that point, while the short 
head stands out prominently. 

In the cases operated upon the ruptured belly 
was sutured in one case, in another the tendon of the 
long head was sutured to the belly of the muscle, and 
in three cases the ruptured long head was sutured 
to the short head. Frank D. Dickson. 


Imbert, L.: Pathogenesis of Phlegmons of the 
Hand (Sur la pathogénie des phlegmons de la 
main). J. de chir., 1914, xiii, 157. 

In practically all texts the statement is made that 
phlegmon of the hand extends from a felon of the 
thumb or little finger along the flexor tendons. 
Imbert holds that this is a mistake; the tendon 
sheaths are not involved, or at least only exception- 
ally, in the transmission of phlegmon. He finds 
that felons of the middle fingers are as frequently 
followed by phlegmon as those of the thumb, and 
that in these cases extension cannot be along the 
tendon sheaths. As a matter of fact the phlegmon 
is propagated either by continuity or by way of the 
lymph-vessels. A. Goss. 


FRACTURES AND DISLOCATIONS 


Knox, R. W.: Conservative Treatment of Frac- 
tures. South. M.J., 1915, viii, 499. 


Knox believes that the adoption of the radical 
method of treating fractures to the exclusion of 
the conservative method, is not the wisest course. 
He thinks the application of either method should 
depend on the character of the injury. 

Lane’s work, he believes, owes its success to 
almost perfect technique, and, in his opinion, in 
many cases as good results could be attained with- 
out operation. 

He discusses the readjustment and immobiliza- 
tion of fractures, describing the difficulty in exactly 
coaptating the fragments and the inability to re- 
tain them in proper position, it often being 
necessary to open up the fracture and readjust the 
parts, holding them in place by a moulded plaster 
splint. 
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He does not look with favor upon bone-grafts, 
nails, wire, and steel-plates, as they act as foreign 
bodies and also necessitate much handling of tissues. 
He particularly recommends the conservative or 
non-operative method. 

In regard to fractures of the femur, the old meth- 
ods of treatment have been found unsuccessful and 
the use of the bone-plate with plaster immobiliza- 
tion is best. 

He cites a case of fracture below the femoral 
neck which was treated by using a bone-plate to 
hold the fragments, followed by the application of a 
plaster cast around the pelvis incorporating both legs 
which were held in abduction. By this method 
the patient can be moved about, and have the ad- 
vantage of out-door life. 

In the treatment of compound comminuted 
fractures where there is no infection, he would hesi- 
tate to use a plate for fear of infection resulting. 
If infection is present a plate is used well above and 
below the fracture, after which plaster is applied, 
the pelvis and the entire leg being included in the cast. 

When granulation of the wound takes place the 
bone-splint is removed. Where delayed union has 
taken place he advocates retention by means of 
casts and ambulation. J. H. Suaw. 


Cohn, I., and Mann, G.: The Repair of Fractures; 
an Experimental Study. Surg., Gynec. & Obst., 
1915, Xx, 661. 

The research was undertaken to study successive 
stages in callus formation, both macro- and micro- 
scopically, and to determine what part the perios- 
teum plays in the process. Orth studied a 15-day 
and a 38-day specimen of human callus, cartilage 
being found in both specimens. 

Cohn and Mann experimented on the fibule of 
dogs. In one leg the periosteum was removed 
for a distance of one-half inch on either side of the 
fracture, while in the opposite leg the fibula was 
fractured through the periosteum. Judged macro- 
scopically callus formation takes place as early in 
the absence as in the presence of periosteum. On 
the eighth day there is marked microscopic evidence 
of proliferation of the cortical layers of the old bone, 
the periosteum taking no part in this proliferation. 

In the 14-day fracture in addition to the old bone 
proliferating, it is seen to have undergone meta- 
plasia, because of the gradual transformation of 
bone into cartilage cells. The periosteum has been 
reformed at this stage, but it becomes compressed 
by the proliferating cartilage cells. The organizing 
fibrin clot and fibrous cartilage both take part in 
the callus formation. 

After 18 days the callus is cartilaginous in charac- 
ter and is markedly vascular. The callus forma- 


tion is from within outward. After 27 days, when 
the periosteum has been allowed to remain, the 
periosteum is pushed outward very considerably 
by the growing callus, but it plays no part in bone 
formation. 
days. 


Similar results are obtained after 38 
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The authors conclude that following severe injury 
of the fibula, bone reacts by an active proliferation 
of osteoblasts from the cortical layers of the bone, 
this newly formed bone pushing the periosteum in 
front of it. For certain reasons not yet understood 
bone-cells undergo a chemical change which results 
in their conversion into cartilage. This cartilage 
after a time becomes invaded by medullary spaces, 
and eventually is replaced by true bone in the 
manner known to occur at the junction of epiphyses 
and diaphyses. The periosteum is not essential 
for a firm union after fracture. 

Fifteen microphotographs accompany the article. 


Campiche, P. S.: The Treatment of Closed Frac- 
tures; a Plea Against Unnecessary Operations. 
J. Am. M. Ass., 1915, lxiv, 1633. 


Campiche feels that the pendulum has swung too 
far toward operative treatment of fracture because 
of some poor results obtained conservatively. Many 
surgeons, following Lane, operate on all fractures, 
which, in connection with the X-ray, removes the 
necessity for the study of types and their individual 
care. All cases are treated alike—operation and 
plate—clavicle, femur, or Colles’ fracture, it matters 
not what. About 80 per cent of such operations 
are unnecessary. The operation in itself would not 
be so bad if it were not for the by no means rare 
accidents to patients. The trouble with conserva- 
tive methods is that a crooked arm or short leg re- 
main in evidence, while the man operated on who 
becomes septic and dies joins the silent majority. 

Caution should be the rule, since infection is 
prone to invade bruised structures of recent frac- 
tures, and deficient callus is the rule in the presence 
of foreign bodies. The field of a recent fracture 
with bruised tissues, bone fragments, haematoma, 
and poor circulation presents ideal conditions for in- 
fection. Despite various means of disinfecting the 
skin, the sweat and sebaceous glands retain bacteria 
and even though the hands are most carefully 
cleansed and covered with gloves and though the 
fingers never enter the wound, infections still occur. 
Covering the skin with towels clamped over the 
edge of the wound and using no instrument in the 
wound which has touched the skin, even though 
the skin has been coated with resinous or other 
preparations to plug the pores, or covered with 
oiled silk, does not always prevent fatalities or 
the loss of an entire limb from amputation follow- 
ing gangrene. 

Experiments in plating or opening joints to drive 
nails through fragments are not conclusive since 
animals have a higher resistance to microérgan- 
isms, and the tissues are healthy to begin with. 
Plates, screws, ivory pegs, etc., delay union and 
cause deficient callus, according to McGruder and 
Stimson. Marked deformity alone (marked callus 
on the clavicle or femur without shortening or loss 
of function) is not an indication for operating. 
The preliminary report of the American Committee 
on Fractures is too favorable to operation. The 
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fundamental principle in fractures is anatomical re- 
duction and fixation, but geometric outline is not 
necessary, according to Tuffier and Scudder, nor is 
it any excuse for the many operations done with 
that aim. Instead of crowding plating of fractures 
into a busy morning’s work it should be of even more 
solemn procedure than a laparotomy, whose con- 
sequences in case of failure mean disaster to the 
patient and a blot on the escutcheon of the hos- 
pital and operator. 

There has been a steady improvement in con- 
servative methods in the last decade in the ten- 
dency to use plaster splints instead of circular plas- 
ters, and also the shortened time of retention and 
the general use of massage. Operations are best 
done at the end of the first week, and then only 
after painstaking preparations, and by a capable 
surgeon. When done on a large scale by chance 
operators, a high percentage of bad results follows. 
Very often it will be found a simple incision and 
manipulation will replace the fragments correctly. 
If fixation is demanded, the least foreign substance 
possible should be used. C. A. STONE. 


Trout, H. H.: Treatment of Ununited Fractures. 
South. M.J., 1915, viii, 502. 


In Trout’s opinion the present increase of ununited 
fractures is frequently due to the use of the Lane 
plate, this plate as a foreign body limiting or prevent- 
ing osteogenesis. 

It is almost impossible to prevent infection in 
doing plate work, and Lane himself advises that the 
plate be not touched by the gloved hand. 

Trout conducted a series of experiments on Bel- 
gian hares to prove that the plate or any other 
foreign body should not be used in treating fractures 
indiscriminately, The experiment showed that 
the majority of the rabbits that had a screw fixed 
in the bone through an infected field eventually 
expelled it through abscess formation. A number 
of rabbits were operated on also, the autogenous 
bone-graft being used through an infected field. 
The result showed 5 of the grafts not growing, but 
the remaining 30 healed perfectly. 

The experiments go to prove that a foreign 
body is more apt to slough out than is the auto- 
genous graft. 

He cites a case of infected comminuted fracture 
where an autogenous bone-splint was used with 
perfect results. 

Another series of experiments was performed 
with strict asepsis, metal screws being used in one 
collection of rabbits, while the autogenous graft 
was used in another collection, the results being 
that where the screws were used 4o per cent showed 
shortening of the limb, while in the autogenous bone- 
graft no shortening was observed. J. H. Suaw. 


Long, J. W.: The Operative Treatment of Frac- 
tures. Am. J. Surg., 1915, xxix, 214. 


Long is opposed to the open treatment of any 
fracture that can be properly reduced and held 
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by any other measure, because of the danger of 
infection. 

The length of time that the patient is confined 
to the bed in certain fractures, as that of the shaft 
of the femur treated by Buck’s extension, is a 
factor to be carefully considered, and tends toward 
favoring the open method in the interests of the 
patient. 

In operating the wound should not be touched 
even with the gloved hand. 

The necessary dexterity on the part of surgeon 
and operating nurse to do the “‘touchless” opera- 
tion is readily acquired, especially by practice upon 
the lower animals. The results of this method are: 
no infection, prompt union, and early return of 
function. The necessity of removing a wire or 
plate usually means infection. 

The author describes several cases of fractures 
treated by this method with illustrations showing 
excellent results. H. W. Witcox. 


Lexer, E.: Operative Treatment of Fractures 
(Blutige Vereinigung von  Knochenbriichen). 
Deutsche Zischr. f. Chir., 1915, Cxxxiii, 170. 


Lexer describes 20 cases of operation for fracture, 
showing 26 illustrations, mostly réntgenograms of 
cases. 

It is more frequently necessary to operate in 
war fractures than in those of civil life, because 
they are so often accompanied by infected wounds. 
Operation is indicated in old, badly healed fractures, 
in pseudarthroses, in multiple fractures of a limb, 
in fractures with extensive interposition of soft parts, 
in joint fractures with extreme displacement, and 
where important muscle attachments are torn away, 
as at the olecranon, patella, calcaneus, and tro- 
chanter major. 

Any injury to the nerve calls for operation. 
Operation should not be performed during the first 
week, for the bone and surrounding tissues, espe- 
cially the periosteum, require that length of time 
to recover from the injury; after that length of 
time, the sooner operation is performed the better. 
In case of wounds it is best to wait till they are com- 
pletely healed, for if there is any granulating surface 
the danger of infection is greater. If it is necessary 
to operate while there are still granulating areas 
they should first be painted with iodine and then 
excised; the instruments used for this purpose must 
not be used in the further course of the operation 
on account of danger of infection. 

Various methods of operation are discussed, to- 
gether with the conditions under which each is 
indicated. All methods of operation in which a 
foreign body is left in the limb involve the danger 
of secondary infection. Nail extension is particu- 
larly dangerous in this respect. The ideal method 
of operation for fractures of the shafts of long bones 
is the use of living bone, either as a wedge inserted 
into the fractured ends or attached in the manner of 
a plate to the outside of the bone. As bone is living 
tissue it hastens callous formation, instead of delaying 
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it as an inert foreign body does. Care should 
always be taken in operating for fracture not to 
separate the periosteum from the surrounding soft 
parts, for the most important factor in the healing 
of a fracture is the nutrition of the periosteum by the 
abundant formation of new blood-vessels. The 
source of these new-formed nutritive vessels is the 
soft parts immediately around the periosteum. 
The technique of bone transplantation in fractures 
is described in great detail, for Lexer believes that the 
longer time required for healing in operative than in 
closed cases of fracture, so frequently reported, is not 
due to anything inherent in the operation, but is 
caused by defects in technique. Anyone who 
operates with the strictest observance of asepsis, 
controls bleeding absolutely, and carefully avoids 
injuring the periosteum and its surrounding soft 
tissues is sure to have good results. A. Goss. 


Philippsthal and Rummelsburg, S.: Dangers of 
the Plaster Cast; a Useful Substitute for It 
(Die Gefahren des Gipsverbandes und ein Vorschlag 
zu seinem zweckmiissigen Ersatz). Deutsche med. 
Wcehnschr., 1915, xli, 258. 

The plaster cast should never be used in cases of 
infected fracture. Among 39 of the authors’ cases 
34 were infected, due to the fact that it was four to 
ten days before the soldiers could be brought to the 
hospital. 

The fenestrated cast does not give room to ob- 
serve the progress of an infection, and often the 
time for incision passes without being noticed and 
it suddenly becomes necessary to amputate. The 
progress of the infection is not always marked by 
high temperature. In cases where a great deal of 
secretion is flowing out through the opening the 
surrounding skin is injured, leading to eczema and 
skin abscesses. This develops new foci of infection 
from which the fracture wound is constantly being 
reinfected. The cast, too, becomes soiled and 
softened and loses its capacity for fixation; it also 
becomes very unsightly in a very short time, and 
thus interferes with the patient’s comfort. Often 
as the infection progresses it is necessary to increase 
the size of the opening, and it may become so large 
that the fractured ends are not firmly fixed. Even 
then the wound cannot be kept under satisfactory 
observation. Two cases of pseudarthrosis and four 
of aneurism were not observed until completely 
developed. 

In modern warfare the patients have to be trans- 
ported frequently. Cases are described in which the 
fracture dressing was changed as many as five 
times. A dressing should be applied at first that 
will not need to be changed. The authors propose 
the following as a substitute for plaster: 

The leg is covered with a sterile cloth and placed 
in a Volkmann splint that extends far beyond the 
fracture. It is fixed to the splint with cambric 


bandages, leaving a space free about a hand’s 
breadth above and below the wound. Thus we have 
a rectangular opening, the two longer sides formed 
by the edges of the splint and the shorter ones by 
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the bandages. The free skin is anointed with 
mastisol and covered with Billroth’s batiste provided 
with an opening for the wound. ‘The strip is made 
wide enough so that it projects beyond the edges 
of the splint, and so prevents pus from getting under 
the splint. Gauze and a strip of adhesive plaster 
over it complete the dressing; the latter can be re- 
moved for dressing the wound. When extension is 
necessary it can be attached to the cambric bandages. 
During transportation it is necessary to fix the hip- 
joint. For this purpose a wire splint is attached to 
the Volkmann splint by means of a metal strip 5 
cm. broad, fastened to the Volkmann splint by 
means of two clamps, in such a way that the wire 
splint can be moved up and down to any desired 
height. The wire splint encloses the pelvis, and 
because of the small distance from the end of the 
Volkmann splint to the pelvis and the breadth of 
the metal strip, any spiral twisting of it is impossible. 
This splint should be used except in cases of simple 
fracture, where the plaster cast may safely be 
applied. A. Goss. 


Burnham, A. C.: Fracture of the Pelvis. Ann. 
Surg., Phila., 1915, lxi, 703. 

Fracture of the pelvis is a more common injury 
than is generally supposed, many cases not being 
recognized until long after the injury because the 
examination is not thorough enough. 

This paper is based upon the records of 29 cases 
treated in one hospital during a period of six years. 
During the same period there were 143 cases of 
fracture of the femur and 16 of fracture of the 
vertebra. 

Pelvic fractures may be single or multiple, the 
single being most frequent, and the ilium the 
portion most often involved because of its exposed 
position. 

In multiple fractures the line of fracture passes 
through the pelvis at two points; separation of the 
sacro-iliac joint may accompany such injuries. 

Fracture of the acetabulum is unusual, but if 
the force of the trauma is transmitted through the 
head of the femur the floor of the socket may be 
broken and the femoral head enter the pelvis. 

Pelvic fracture occurs at all ages, and in both 
sexes, but is more frequent in the male. 

In addition to the local symptoms of fracture, 
shock is often severe, but death from an uncom- 
plicated fracture is rare. Fever is the rule in these 
cases, reaching the highest point the day after the 
injury and falling gradually to normal. 

Abdominal symptoms are usually present, there 
being some muscular rigidity and tenderness. The 
genito-urinary complications are the most important 
38 per cent of this series showing either hematuria, 
retention of urine, or dysuria, and in one case there 
was rupture of the bladder. 

The treatment of uncomplicated fracture con- 
sists in rest in bed in the position most comfortable 
to the patient. 

Shock should be treated along the well-established 
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lines; reduction of the fracture may be accomplished 
manually through the rectum or the vagina, or 
open reduction may be necessary. Buck’s exten- 
sion applied to the injured side may be of aid in 
reduction and in relieving pain. The genito-urinary 
complications are treated according to the indica- 
tions. 

In this series operative interference was necessary 
in only three cases. Less than one per cent of these 
cases if uncomplicated end fatally. Permanent 
return of function, however, is not good; pain, 
weakness, and some lameness persist for a con- 
siderable time. H. W. Witcox. 


Vander Veer, A., and E. A.: 
tures of Both Femurs. 
1915, Ixi, 715. 

The authors report an unusual case of comminuted 
fracture of the shaft of each femur at the junction 
of the middle and lower third, caused by a crushing 
injury. 

The fractures were reduced under anesthesia, 
the right femur being plated and the left side put 
into a plaster cast and traction applied. 

The patient was out of bed in nine weeks and 
sitting in a Morris chair. He soon began to use 
crutches but had great difficulty at first. The 
plaster cast was removed at the end of four months. 
The X-ray pictures which accompany the article 
show the right femur, which was plated, healed in 
good alignment; in the left femur there is quite a 
noticable bending at the fractured point, due to 
defective callus formation and a gradual giving way 
of the bone after the patient began to walk. 

H. W. Witcox. 


Simultaneous Frac- 
Ann. Surg., Phila., 


Downey, J. H.: Treatment of Fracture of the 
Femur by Means of a Double Angular Plaster 
Splint; the Technique of Its Application and 
Advantages Claimed for It. South. M.J., 1915, 
vili, 525. 

Downey says this is no new fad, but a tried and 

proved procedure. He considers Esmarch’s double 
inclined plane of much value, but cumbersome and 
confining. A cast applied in the usual way lets 
the leg slip after the padding has mashed down 
and the muscles have atrophied, displaced frag- 
ments being the result. By putting the leg in 
Esmarch’s position, and bringing the broken ends 
together by traction, then applying a properly 
fitting cast, the limb is placed in a restful position, 
with relaxed muscles. A long fragment can also 
be made to conform to a short one over which often 
there is little control; further, the flexion prevents 
rotation and telescoping inside the cast. The 
freedom and comfort of the patient in this fixed 
angular position makes it easier for him to sit and 
use crutches, and it also lessens pain. 


The cast is applied in two sections. The first 


from the base of the toes to three or four inches 
above the knee according to the site of the fracture, 
the second from this to the nipple line. 


The part 
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of the cast on the leg to above the knee is applied 
before setting the bone. It is allowed to harden, 
then the fragments are replaced, and a good strong 
cast put on up to the nipples. If swelling is feared, 
the cast may be split up the leg. The author con- 
siders this method exceptionally good in fractures 
of the neck in old people. In the last six years he 
has not had a case of simple fracture of the femur 
stay in bed longer than five days, and rarely has had 
to use an opiate after 48 hours. C. A. STONE. 


Smith, E. H.: A Consideration of Fractures of the 
Long Bones with Reference to Operative 
Treatment. Pacific M.J., 1915, lviii, 304. 

Smith calls attention to the fact that, whereas 
before the X-ray was used, transverse fractures 
were considered easy to treat and oblique ones 
difficult, we now find that in transverse fractures 
there is much more danger of overlapping and de- 
formity. In surgical treatment, wiring enables us 
easily to obtain good position in oblique fractures, 
but in transverse fractures wiring is not satisfac- 
tory. 

In comminuted fractures, early operation is very 
difficult; in general, operation should be delayed 
from ten days to two weeks. Foreign material 
(metal plates) should not be introduced for com- 
pound fractures. He says without qualification 
that ununited fractures should never be plated 
and that the bone transplant is the only thing 
to use. He says that all other methods are yielding 
to the autogenous bone transplant. 

He objects to any operative procedure in the 
presence of infection and says that no compound 
fracture should be operated on within ten days 
or two weeks, and then only if sterile. 

For fracture of the neck of the femur requiring 
operation, an autogenous transplant from the tibia 
is recommended. An opening is to be cut through 
the trochanter and a peg driven through to the 
head of the femur. He says square pegs are better 
as they are less liable to work loose. If an au- 
togenous transplant cannot be obtained, an ivory 
peg should be used. Smith prefers traction and sand 
bags to the plaster of Paris spica in the Whitman 
position. 

He calls attention to the difficulty of operating 
on the humerus and to the frequency of bad results 
in fractures in the foot. 

He concludes that the transplantation of bone 
from animals to human beings will never be a suc- 
cess and cites the failure of horticulturists to graft 
from apple to peach trees. He says we must de- 
pend upon autogenous material and work out our 
problems on that basis. H. Winnett Orr. 


Schaefer, C. D.: Fractures of the Patella. Lancet- 
Clin., 1915, cxiii, 545. 


Fracture of the patella is a rather frequent and 
annoying accident. The prognosis as to complete 


restoration of full joint function is usually uncer- 
tain, depending upon the method of treatment, 
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character of fracture, constitution and age of the 
patient. Advanced age of the patient; the refusal of 
operation; comminuted fractures without separation 
or tilting of the fragments and without tearing the 
soft parts around the patella demand non-operative 
treatment. The author believes all other cases 
should be treated by the open method. 

To secure joint function after operation, blood- 
clots and fragments of the soft tissues must be 
carefully removed; the fracture surfaces brought 
lightly together and held in accurate apposition. 
The soft tissues must be carefully repaired. The 
author uses absorbable suture material for all 
tissues except the skin. He removes the splint 
after three weeks and allows the patient to move 
and bend the joint. In his article he describes his 
operative technique and after-treatment in detail. 

R. O. RITTER. 


Seubert: Use of Fascia Lata in Operations for 
Fracture of the Patella (Beitrag zur Verwendung 
der Fascia lata bei Eingriffen wegen Fraktur der 
Patella). Zentralbl. f. Chir., 1915, xlii, 411. 


A man of 52 fell and fractured his patella. There 
was a gap of fully 2 cm. between the fragments. 
Seubert brought them as near together as possible 
and sutured them with strong catgut. Then he 
laid a flap of fascia lata over the patella and sutured 
it all around with fine button sutures. Drainage 
was removed at the end of four days. Massage of 
the muscles of the thigh was begun the third day 
and on the tenth day movements of the knee-joint 
were begun. On the fourteenth day the patient 
could get up, and by the end of the fifth week he 
could climb stairs without difficulty. The motion 
in the knee-joint is now almost normal. The use 
of fascia in similar cases is advisable. A. Goss. 


Gaugele, K.: Treatment of Congenital Hip Dislo- 
cation. Zischr. f. orthop. Chir., 1915, xxxiv. 


The suggestion offered by the author involves 
mainly the after-treatment of the congenital hip 
dislocation. Until the normal position of the hip is 
obtained the after-treatment should rest entirely 
with the surgeon. For this reason he has devised, 
and uses for this period as a retention apparatus, a 
jointed steel frame embracing the pelvis and thigh, 
which can be adjustedso as to give the hip a gradu- 
ally diminishing degree of abduction. 

As to the method of reduction, the author prefers 
the technique of Lorenz. Interposition of capsule 
does not constitute an obstacle to reduction. In 
fact there is no serious obstacle in the first seven 
years, in the author’s opinion. The antetorsion of 
the head, especially, does not cause as much difficul- 
ty in retention as is generally supposed. The method 
as described calls for plaster fixation of 10 to 15 
weeks only, while the after-treatment is carried 
out in the brace for 6 to 10 months, Fifty cases are 
reported, all with good results; i.e., anatomical 
position of the head. All the cases were less than 
eight years of age. A. STEINDLER. 
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SURGERY OF THE BONES, JOINTS, ETC. 


Trout, H. H.: 
Lane Plates. 


In a well-illustrated article the case of the auto- 
genous graft against the use of foreign material is 
well made out. The author calls attention to the 
history of buried material in the human body, in all 
cases return to no or absorbable material having 
taken place in the evolution of surgical technique 
and he believes that the Lane plate will be no ex- 
ception to the rule. Upon inquiring of more than 
100 American surgeons, he finds that all but 7 have 
been obliged to remove plates either in their own 
or other surgeons’ cases, from which he concludes 
that the plates were either incorrectly placed or 
that it is a wrong procedure. 

He and his assistants have carried out a number 
of experiments on animals with plates and auto- 
genous grafts. Screws were inserted in 35 rabbits 
in the presence of infection and 25 autogenous grafts 
were used in the same way. In 5 cases an attempt 
was made to produce definite infection by the 
injection of colon bacilli, but the attempt was 
abandoned and the remainder were operated upon 
through soiled fields and the resulting infection 
ascertained. Of the first 5 all screws came to the 
surface in a few days. Of the others, 6 died from 
the anesthetic and in 2 the screws remained in 
position after causing sinuses which finally closed, 
and in the remainder the screws came to the surface. 
Of the autogenous grafts in 25 rabbits, 3 died from 
the ether, leaving 22 rabbits with 44 grafts, agraft 
having been taken from each leg and inserted in the 
opposite bone. In these cases 5 grafts worked out, 
while the remaining 39 “took,” as was demon- 
strated by X-rays and autopsies. In other words 
92 per cent of the screws had to be removed while 
only 8 per cent remained after developing sinuses 
and 11 per cent of the grafts were removed leaving 
89 per cent in place after six months. 

In the next experiment a steel screw was placed 
in the upper epiphysis of the fibia in a series of 10 
rabbits, varying in age from 4 to 6 months, asepsis 
being strictly observed. In 4 cases a shortening 
was noted in six months. An autogenous spicule 
of bone placed similarly resulted in no shortening 
in the same time. 

Two cases are reported which resulted favorably 
after the use of autogenous grafts. The author 
describes and illustrates his type of motor-driven 
saw. C. E. WELLs. 


Autogenous Bone-Grafts Versus 
Ann. Surg., Phila., 1915, lxi, 717. 


Gill, A. B.: Transplantation of Entire Bones with 
Their Joint Surfaces. Ann. Surg., Phila., 1915, 
Ixi, 658. 

The author transplanted 11 metatarsal bones in a 
series of experiments. In one experiment the dog 
was killed before healing had taken place; and in 
another one metatarsal bone was removed under 
ether. After seven to eight and one-halfmonths 
the dogs were killed, and it was found that one trans- 
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plant had been almost entirely absorbed. One 
was badly distorted and one other moderately 
changed as a result of osteomyelitis. Five trans- 
plants were apparently normal and the function of 
the joints good. 

Under microscopic study, where there had been 
no suppuration, no dead bone was discovered. 

He discusses the theories of Murphy, Basch- 
kirzew and Petrow, Barth, Axhausen, Macewen, 
Moyer and McWilliams, and sums up by saying 
that it can no longer be questioned that the inner, 
or osteogenetic, layer of the periosteum is of prime 
importance in the life and regeneration of a bone- 
graft; that the lining of the marrow cavities, in 
other words the.endosteum, the lining of haversian 
canals, and the external covering of the bone, and 
the osteogenetic layer of the periosteum, are all 
one and the same thing; and that if a graft contains 
all three portions of osteoplastic tissue, its chances 
of life and development must surely be multiplied. 

His conclusions are: (1) Bone is only a particular 
form of connective tissue and is readily transplanted. 
(2) It contains within itself all the elements neces- 
sary to life, function, and regeneration, provided it 
receives sufficient nourishment. (3) Periosteum, 
medulla, and bony tissue should all be included in 
the graft. (4) After transplantation the bone grows 
and moulds itself to perform its functions efficiently. 
(5) As early a performance of function as is consist- 
ent with its fixation in its new position is of great 
advantage. (6) A mild infection is not necessarily 
fatal to the graft. (7) Transplantation of long 
bones with their joint surfaces is clinically possible. 

J. O. WALLACE. 


Deutschlinder, C.: Operative Mobilization of 
Ankylosed Knee-Joints (Zur operativen Mo- 
bilisierung der Knie-ankylosen). Verhandl. d. 
deutsch. orthop. Gesellsch., 1915, XXxv, 34. 


Deutschlinder discusses the feasibility of trans- 
planting the entire knee-joint in cases of ankylosis. 
Experimental and histological studies made by 
Lexer, Axhausen, and others would seem to indicate 
that complete restoration of function is possible by 
this method, but there are few reports of ultimate 
results in actual operations on human beings. 

Two cases are described by the. author. In 
one the entire knee-joint, including capsule, liga- 
ments, and patella, was transplanted in a 13-year- 
old boy. Though the wound healed by first inten- 
tion, three weeks after the operation the soft parts 
were discharged spontaneously, thus displacing 
the part of the transplant covering the tibia so that 
there was no further progress in the restoration of 
function, even though the usual after-treatment 
was carried out. Réntgen pictures taken at 
intervals showed gradual atrophy of the transplant, 
so that after nine months only traces of the trans- 
planted cartilage were visible. At the end of a year 
even this had disappeared and there was complete 
reankylosis. Six illustrations are given showing the 


progress of the case. 
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The second case was in a 14-year-old boy, only 
bone and cartilage being transplanted, without soft 
parts. The wound healed by first intention, but 
the transplant atrophied so rapidly that at the end 
of three months another operation had to be under- 
taken. At this operation strips of fascia were inter- 
posed between the joint surfaces, and the results 
were better. 

Definite conclusions of course cannot be drawn 
from two cases, but it seems doubtful whether in 
man, joint cartilage so extensive as that of the knee- 
joint can be transplanted and remain viable and 
permanently capable of functioning. It seems 
more probable that it will undergo the usual fate of 
highly differentiated tissue and gradually atrophy. 

A. Goss. 


Link, G.: Amputation for Fracture of the Femur 
in the Aged. Am. J. Surg., 1915, xxix, 218. 


Link advocates the unique procedure of amputat- 
ing at the point of fracture in cases of aged people 
who have broken the femur, provided there is no 
impaction. In people over 60, the mortality is 
about 28 per cent by the end of six months with 
the old methods and there is always much per- 
manent disability. With the new method the patient 
can be in a chair four days after amputating, and on 
crutches at the end of two weeks. Spinal anes- 
thesia should be used when possible. 

One case is cited of a man 73 with non-union 
after twelve weeks of ordinary treatment. Under 
ether, the amputation was done at the fracture, just 
below the trochanter major; four days later the 
man was up in a chair, and in two weeks was using 
crutches. Now he is able to attend to business. 

C. A. STONE. 


ORTHOPEDICS IN GENERAL 


Ballner, J.: Weight-Bearing Stumps (Uber die 
Tragfihigkeit des Amputationstumpfes). Wien. 
klin. Wchnschr., 1915, xxviii, 285. 


Among the various methods of amputation de- 
vised for procuring a stump that will bear the weight 
of the body without pain Ballner prefers that of 
Bunge, especially in amputations below the knee. 
In addition to neuromata, the factors that cause 
painful stumps are adhesions of the skin and soft 
parts, painful proliferation of the periosteum, and 
proliferation of the marrow causing a callus that 
exerts pressure on the skin. 

Bunge’s technique consists in anterior skin-flap, 
and posterior semicircular incision. This method is 
always used unless suppuration or severe crushing of 
the soft parts prevents it. The periosteum is 
incised circularly, and the bone freed from perios- 
teum for about 6 to 10 mm. from the line where it 
is sawed off. The marrow is scooped out with a 
curette foro.5 to1cm. After this the treatment is 
the same as in any amputation, several centimeters 
of the nerve being extirpated to avoid neuromata. 

The author gives accounts with tabulated results 
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and réntgen sketches of a large number of cases 
operated upon at von Eiselsberg’s clinic by various 
methods to show the superiority of Bunge’s. 

A. Goss. 


Ehrenfried, A.: Multiple Cartilaginous Exostoses— 
Hereditary Deforming Chondrodysplasia. J. 
Am. M. Ass., 1915, lxiv, 1642. 

Ehrenfried had a case which he was able to diag- 
nose as a little known disease, commonly called 
multiple cartilaginous exostoses. He found X-rays 
of several other cases at the Boston Children’s 
Hospital, and on the basis of this material he hopes 
later to make a complete report. Various confusing 
names are used, the above by Virchow and Astley 
Cooper. Others are: hereditary multiple exostoses, 
multiple cancellous exostoses, ossified diathesis, 
rachitiform enchondrosis. Kienbéck called it 
chondral dysplasia, to designate its pathology. 
Boggs, of Johns Hopkins, writing of a case in 1913, 
called it multiple congenital osteochondromata. 
The first is not clinically descriptive; the second is 
too suggestive of tumor or neoplasm. 

The disease is a clinical entity. Its chief charac- 
teristics are: The occurrence of multiple symmetrical 
cartilaginous and osteocartilaginous growths within 
or on the skeleton, generally benign, and resulting 
from disturbance in proliferation and ossification 
of bone cartilage; secondary deformities occur 
and inheritance is shown in most of the cases; there- 
fore, the author gives it the name _ hereditary 
deforming chondrodysplasia. The disease is prob- 
ably universal, and although unusual, is far more 
frequent than supposed; 300 articles report 600 
cases: 60 per cent Germans, 27 per cent French, 
8 per cent English, and other nationalities 5 per 
cent. Twelve cases have been reported in America 
by 6 authors, 4 by Gibney 40 years ago, in a family 
of German immigrants. The cases in this country 
are more frequent than the figures show, Ehrenfried 
having been shown 4 cases recently by other men. 
Seventy to 75 per cent of it occurs in males. Most 
cases are hereditary: an unaffected mother of an 
affected father transmits it, but the father must 
have the disease himself to transmit it; affected 
mothers also pass it on. Theories on pathology, 
written before the day of X-rays, call attention to 
the unimportant exostosis, rather than to the dis- 
turbance in the proliferation and ossification at the 
epiphyseal line. Membranous bones of the skull 
are skipped. 

The author has a specimen from across the epiphy- 
seal line in a young patient, which he thinks is the 
only one on record. A complete microscopical ex- 
amination was made and reported. Deformities 
occur: namely, short stature, generally from lack 
of growth in the legs, and the arms are short. The 
ulna grows less rapidly than the radius, which dislo- 
cates backward at its upper end, and is wrongly 
called a congenital dislocation. Not only the limbs, 


but the scapula and pelvis are distorted. Scoliosis 
Exostoses of any bone may appear at 


occurs. 
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almost any place. The cause is thought to be an 
inheritance of a faulty anlage for bone producing 
intermediary cartilage. There are few symptoms 
except those resulting from deformities. The most 
frequent is the growing of malignant osteocartilagi- 
nous tumors, 38 of which have been reported. This 
takes place between the ages of 11 and 59. Increase 
in an extosis after cessation of skeletal growth 
should be promptly and thoroughly removed. 
Other treatment is confined to what the deformities 
may demand. C. A. STONE. 


Corner, E. M.: The Changes of the Position of the 
Foot During Life and the Callosities on the 
Sole Associated with Them. Clin. J., 1915, xliv, 
153- 

A foot, like a man, has a life history and normally 
undergoes changes according to the age, station, 
and occupation of the owner. These changes are 
natural and must not be mistaken for those which 
are unnatural and abnormal. A patient’s state- 
ments as to the history and the symptoms from 
which he suffers may be unreliable, but the tales 
written in the callosities of the sole of the foot can 
be seen and are not likely to lie. 

The first chapter in the life history of the foot is 
easily recognized: a flat foot with large, broad, 
uncalloused sole exhibiting variations in degree of 
abduction according to the special circumstances 
of the child. As the child becomes more active it 
begins to adduct the foot into the active position, 
the toes may turn in and the arch of the instep is 
raised. At the same time callosities begin to develop 
on the inner side of the heel and under the big toe. 
Having become adducted, the foot remains so for 
some years; but as the child grows, increasing in 
weight, strength, and in the length of time it stands, 
abduction gradually occurs again. This is seen 
earlier in girls than in boys. R. O. Ritter. 


Jansen, M.: Swelling of the Foot and Its Causes 
(Die Fussgeschwulst und ihre Ursache). Ziéschr. f. 
orthop. Chir., 1915, Xxxv, 8. 


According to official statistics about 2.5 per cent 
of the German army develop swelling of the meta- 
tarsal region while on the march. The percentage 
is probably as great in other modern armies, and the 
affection is by no means unknown in civil life. Of 
Jansen’s 60 cases, 40 were in the army and 20 in 
civil life, among people who are obliged to stand or 
walk a great deal. The three cardinal symptoms 
are swelling of the soft parts of the foot, changes 
in the periosteum, and cramp of the interossei. 

The various theories as to the cause of the condi- 
tion are discussed, and Jansen comes to the con- 
clusion that the primary symptom is spasm of the 
interossei, which causes all the others. Insufficiency 


of these muscles leads to spasm, which stops up the 
interosseus spaces and interferes with circulation in 
the metatarsal region; the increased tension of the 
fluid leads to swelling of the soft parts and hydrops 
of the periosteum; the swelling of the soft parts 


INTERNATIONAL ABSTRACT OF SURGERY 


subsides readily but that of the periosteum persisis, 
causing subperiosteal hemorrhage and _ irregular 
thickening of the periosteum. Traction of the 
muscles on the periosteum in this condition causes 
pain. The bones themselves do not swell, but as 
undue pressure and traction is exerted on them 
they frequently fracture. These fractures which 
were formerly regarded as the cause of the condi- 
tion are thus seen to be the result of it. Prophy- 
laxis consists in strengthening the interossei, which 
is accomplished by walking, or preferably running, 
on the toes. 

After swelling has developed rest of the muscles 
is indicated. If rest in bed is impossible, a plaster 
cast enveloping the calf and foot to the tips of the 
toes is applied. Hot packs and hot foot baths 
relieve pain. Massage if not performed very gently 
is apt to keep up the cramp of the interossei. After 
recovery a good flat-foot plate tends to prevent 
recurrence. A. Goss. 


Lamy, L.: Treatment of Congenital Club-Foot by 
Subcutaneous Excochleation (Behandlung des 
angeborenen Klumpfusses durch subkutane Ex- 
cochleation). Verhandl. d. deutsch. orthop. Gesellsch., 
1915, XXXV, 479. 


Lamy’s method consists simply in perforating the 
soft parts with a perforator and then curetting out 
first the astragalus, then the calcaneus, and then the 
cuboid. After they have been thoroughly curetted 
the position of the foot is corrected manually and a 
plaster cast applied in the overcorrected position. 
The cast is left on for three weeks, as in other meth- 
ods. No suture is necessary and no ligation; the 
Achilles tendon may be cut if necessary. 

It is preferable to operate at the age of 8 to 10 


‘months before the children have learned to walk, but 


the operation may be successfully performed up to 
eight or nine years of age. The operation is simple 
and easy and as there is no skin incision or suture, 
there is no danger of infection. Both functional and | 
anatomical results are excellent; the foot is not 
shortened as it is by tarsectomy; its form is perfectly 
normal and there is no scar, so that it is not evident 
that any operation has been performed. A. Goss. 


Mason, G. M.: The Recognition of Rational 
Treatment in the Care of Weak and Flat Feet. 
N. Eng. M.Gaz., 1915, 1, 302. 


After discussing the arches and the degrees of 
motion of a normal foot, Mason describes the char- 
acteristic appearance and discusses the etiological 
factors in the production of flat-foot. 

Some of the etiological factors producing weak 
and flat feet are improper habits of standing and 
walking, occupation, improper shoes, overweight, 
trauma, loss of muscle tone due to sickness or other 
causes, and infection. 

In describing the signs and symptoms of weak 
and flat feet he particularly calls attention to the 
pain which may be almost anywhere in the foot, 
but the most common location is over the astragalo- 


SURGERY OF THE 


navicular joint. 
always observed. 

The deformity may be simply that of abduction 
or abduction with pronation, hallus valgus, hallus 
rigidus, rigid valgus, contracted toes, and spurs on 
the os calcis. 

In the treatment of weak or flat feet he does not 
look with favor on the common methods of treat- 
ment; viz., strapping, baking, massage, exercises 


Disability is another symptom 
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and surgical relief of deformities. He has found 
that after a year or two thereis usually a recurrence, 
often with deformity. The treatment which he 
particularly advocates is the application of the 
Whitman brace. 

A plaster impression of the foot is taken and a 
metal support made, which supports the longitudinal 
arch and adducts the foot so as to overcome the 
lateral deformity. J. H. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Schlesinger, A.: Attempts at Anesthetizing the 
Lumbar Plexus (Uber Versuche: den Plexus lum- 
balis zu anisthesieren). Zentralbl. f. Chir., 1915, 
xlii, 385. 

Schlesinger has performed experiments on the 
cadaver that show that there is a point where all 
the fibers of the lumbar plexus may be reached 
and anesthetized. Between the fifth lumbar and 
first sacral vertebre there is a point where a cord 
made up of fibers from the first four lumbar nerves 
runs very close to the fifth. An injection made 
here anesthetizes the whole plexus. The transverse 
process of the sacral vertebra, which can be palpated 
in most individuals, serves as a guide for making 
the injection. The needle should be inserted just 
above it and 4 or 5 cm. from the median line. He 
was prevented by the outbreak of the war from 
giving the method a thorough clinical test, but from 
the results of 5 experiments with 1 and 2 per cent 
novocaine solution he is favorably impressed with 
it, and recommends it for further trial. He calls it 
paralumbar anesthesia. He expects to experiment 
further with the procedure. A. Goss. 
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Stoffel, A.: Nature and Treatment of Sciatica 
(Weitere Studien iiber das Wesen und die Behand- 
lung der Ischias). Verhandl. d. deutsch. orthop. 
Gesellsch., 1915, XxXxv, 64. 


The term sciatica has been used much too general- 
ly to apply to almost any pain in the region of the 
hip, buttock, and back part of the leg. The location 
and character of the pain should be much more 
carefully studied, in connection with a more accurate 
anatomical knowledge of the nerves of the region 
involved. Many cases of so-called sciatica are 
neuralgias of the nerve cutaneus sure lateralis or 
nerve cutaneus sure medialis. The former nerve is 


not a branch of the nerve peronzus communis, as 
given in most textbooks of anatomy, but an inde- 
pendent nerve; the latter is also an independent 
nerve, not a branch of the tibial. 

Among 38 cases of sciatica examined, 18 were pure 
neuralgias of the nerve cutaneous sure lateralis, 9 


Taylor, R. T.: Recent Experiences in Spinal Sur- 
gery. South. M.J., 1915, viii, 517. 

Taylor’s paper deals with the subject of (1) 
spinal fracture-dislocation, (2) sacro-iliac strain or 
dislocation, and (3) plastic surgery in Pott’s disease. 

Early operation for relief of spinal cord compres- 
sion and paralysis is recommended. However, a 
case of long standing is reported recovering after 
proper operative interference and after-treatment. 

A case of sacro-iliac strain following a fall in 1904 
was treated surgically in 1913. The transversec- 
tomy was done on the left side of the fifth lumbar 
vertebre and a process as wide as two fingers and 
as long was cut away, and at its extreme end was 
found ankylosed to the ilium. The operation 
resulted in loss of pain and restoration of mobility. 

Short descriptions of the technique of the Albee 
and Hibbs operations are given. ‘They are recom- 
mended to shorten the course of the disease, but 
the operations should be followed by proper recum- 
bency, hygiene, and braces. The Hibbs method is 
believed to yield possibly better results and is a 
simpler operation. H. B. Tuomas. 
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of both the nerve cutaneous sure lateralis and media- 
lis, and 3 of the nerve cutaneous sure medialis 
alone. 

A good plan to locate the pain accurately is to 
give the patient a colored pencil and have him 
mark the points or lines of severest pain. A com- 
parison of these lines with a good anatomical diagram 
will show what nerve or nerves are involved. Illus- 
trations are given. 

If injection treatment is given, great care should 
be taken to inject the nerve involved and that part 
of it which is affected. The failure of many cases of 
injection treatment is due to the fact that the 
sciatic was injected when the nerve cutaneous sure 
lateralis or medialis was involved. Stretching of the 
sciatic nerve is an illogical operation. If one of the 
above-mentioned nerves is affected it can easily be 
reached in the popliteal space and an extensive 
segment resected. A. Goss. 
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SURGERY OF THE SKIN, FASCIA, AND APPENDAGES 


Morestin, H.: Gradual Reduction of Skin Lesions 
(La reduction graduelle des difformités tégumen- 
taires). Bull. et mém. Soc. de chir. de Par., 1915, xli, 
1233. 

The classical methods of autoplasty are often 
difficult or impossible to apply in extensive lesions, 
especially of the face, for instance in large nevi. 
Morestin suggests instead a series of slight opera- 
tions, removing a small part of the nevus each time 
and allowing time between the various operations 
for healthy skin to fill in the gap. The suppleness 
and elasticity of the skin enable it to accommodate 
itself to such small losses, where a larger defect could 
not be filled in without malformation and the 
formation of scar tissue. 

He gives the histories of two cases with photo- 
graphs showing the remarkable change in appearance 
after the series of operations had been performed. 
The first was in a young man of 21 with a large ne- 
vus of the face. It was so large that several sur- 
geons had refused to attempt to remove it. A small 
arched incision 2 or 3 cm. long was made and the 
nevus dissected up along it. Then another was 
made connecting the two ends of the first. The 
part of the nevus contained within the incisions was 
removed, and the edges very carefully united, so as 
to avoid traction. At intervals of from ten days 
to two weeks g other operations were performed; 
though there was a small extent of nevus left, 


~ patient expressed himself satisfied with the re- 
sult. 

The other case was in a child a year old who had 
an enormous and extremely disfiguring nevus 
covering practically the whole side of the face. A 
series of 11 operations were performed, great care 
being taken each time to make the incisions in such 
a way that there should be no traction that would 
produce deformity of the eye, nose, or mouth. 
After these 11 operations only a small surface was 
left, and an autoplastic operation was performed, 
using skin from the forehead. No sign of the 
original lesion is left, nor is there any vicious position 
of the eyelids, nares, or lips. 

The individual operations are very simple. In 
the child they did not last more than five minutes 
and she was able to go home the same day. They 
may be performed in adults under local anesthesia 
and in infants under very light and short general 
anesthesia. Of course the method is tedious and 
demands great patience on the part of both surgeon 
and patient, but the progressive improvement in 
appearance after each operation more than com- 
pensates for the time spent. The method may be 
used not only in nevi, but in plexiform neuromata, 
some cases of circumscribed sclerodermia, and in 
extensive scars, after burns for instance. Morestin 
is now finding great use for it in treating scars 
following war injuries. A. Goss. 
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CLINICAL ENTITIES — TUMORS, ULCERS, 
ABSCESSES, ETC. 


Bainbridge, W.S.: Plastic Surgery; Corrective and 
Palliative Repair in the Treatment of Malig- 
nant Disease. M. J., 1915, ci, 869. 


Anaplastic surgery, as applicable to cancer, 
may be considered under two subdivisions: (1) 
corrective or restorative repair; (2) palliative repair. 

The conditions to which corrective or restorative 
repair is applicable may be classed as: 

1. Precancerous conditions, or conditions which 
in accordance with the irritation theory of the cause 
of the cancer may be presumptive forerunners of 
malignancy. 

2. Removable cancer, or cases of cancer in which 
all macroscopic evidence of the disease is amenable 
to surgical removal, but in which physical defects 
resulting from the disease or from its removal are 
to be repaired. 

It is possible, many times, to clear up and repair 
the external ravages of the disease so that the 
patient dies without knowing that the cancer has 
recurred or has extended to internal organs. 


Eleven cases are reported, each of which is shown 
by photographs. In one case tissue from a cadaver 
was utilized. It is well to note in connection with 
the use of tissue from the dead, that extreme care 
must be exercised in the selection of the subject 
in order to obviate the possibility of the transmission 
of disease from the dead to the living. It is under- 
stood that autoplastic flaps, either of skin or deeper 
tissues, “‘take”’ better than others. 

Epwarp L. CorneELt. 


Bazy, M.: Statistical Remarks on Tetanus. Med. 
Press & Circ., 1915, Xcix, 314. 

The author reviewed all the cases of tetanus 
occurring in the entrenched camp around Paris. 
Of 10,396 wounded, 129 developed tetanus, 90 cases 
of which proved fatal. The disease developed in 
from two to twenty-seven days following the wound. 
It was particularly frequent in certain districts. 
The preventive action of the serum was strikingly 
illustrated by comparing statistics from hospitals 
where the serum was given to all cases with those 
where the serum was given only in suspicious cases. 
The mortality was three times as great in the latter 
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as in the former. The usual amount of serum in- 

jected was 10 percent. The suggestion is made that 

one-fifth that amount would probably be effective. 
J. H. 


Meltzer, S. J.:_ The Use of Magnesium Sulphate 
in the Treatment of Tetanus. Lancet, Lond., 
1915, clxxxviii, 1330. 

Having in mind the prevalence of tetanus during 
the present war, Meltzer summarizes the experiences 
accumulated from clinical and experimental use 
of magnesium sulphate during the nine years it 
had been tried in the treatment of tetanus. 

The standard 25 per cent solution may be ad- 
ministered by one of four routes: subcutaneous, 
intramuscular, intravenous, and intraspinal. 

By the subcutaneous route 2 ccm. of the 25 per 
cent solution per kilogram of body weight should 
be injected once in 24 hours. Morphine and light 
ether anesthesia are of material assistance in dimin- 
ishing the spasms when this method is employed. 
By the intramuscular route the dose is the same, and 
here also ether is of assistance. Intravenously, a 
3 per cent isotonic solution should be used at the rate 
of 5ccm. per minute. The intraspinal dose is 1 ccm. 
of the 25 per cent solution per kilogram of body 
weight. The effect of injection by the intraspinal 
route is not quite so prompt as with the intravenous 
administration, but is much more lasting, con- 
tinuing from 12 to 30 hours. 

The action of the magnesium sulphate intrave- 
nously injected is directly on the hyperirritable parts 
of the central nervous system, while by the other 
routes the action is through the circulation, and 
larger doses are required. Intravenously, there may 
be a rapid profound effect on respiration, which may 
be corrected by the intramuscular injection of 1.5 
mg. of physostigmine or 30 or 40 mg. of a 2 per cent 
solution of calcium chloride. If untoward effects 
follow the intraspinal injection, the needle may be 
re-inserted, the spinal fluid withdrawn, and the 
canal washed out with normal salt or Ringer’s solu- 
tion. Should respiratory symptoms become alarm- 
ing resort may be had to Meltzer’s apparatus for 
artificial respiration. UrBan Maes. 


Dreyfus, G. L.: and Unger, W.: The Combined 
Antitoxin and Narcotic Treatment of Tetanus 
(Die kombinierte Antitoxiniiberschwemmung; und 
Narkosetherapie des, Tetanus. Miiachen. med. 
Wehuschr., 1914, No. 51. 


Immediately upon the beginning of the disease, 
400 to 600 antitoxin units are given intraspinally, 
intravenously, and interneurally, and in severe 
cases 200 to 500 units are given daily until 3,800 
units have been given. Unpleasant side reactions 
occasionally occur, such as rise of temperature, 
anaphylactic shock, diarrhoea, vomiting, and serum 
rash. Narcotics such as morphine, chloral hydrate, 


luminal, and magnesium sulphate (interspinally 
and intramuscularly) are employed. Of 32 patients 
so treated, 22 recovered, but of those recovered 15 
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had an incubation period of two to twenty-four 
days and only 6 a period of six to nine days. Of 
the 15 with the short period, (six to nine days), 
9 died in spite of the treatment.  L. A. JuHNKE. 


Mortimer, J. D.: Should Vasoconstrictors (Ad- 
renalin, Pituitrin) Be Used in Emergencies, 
Especially in Surgical Shock? Practitioner, Lond., 
1915, xciv, 867. 


One effect of adrenalin when injected intraven- 
ously is to constrict arteries and arterioles, chiefly 
abdominal, so that the outflow of blood to the 
limbs, the coronary arteries, and the brain may be 
increased. It causes acceleration and augmenta- 
tion of the heart action which, however, is soon 
masked by the reflex inhibitory action of the 
vagus, causing a secondary slowing or even tem- 
porary arrest. In abnormal conditions of pain, 
fright, or stimulation of the peripheral nerves an 
excess of adrenalin is quickly poured into the blood. 
It is this excess of adrenalin which the author 
shows to be disadvantageous to the patient and 
which is, in fact, a contributing factor to the clinical 
picture known as “shock.” 

Pituitary extract causes contraction of involun- 
tary muscles, including that of the coronary arteries; 
thus arterial blood-pressure is raised. The heart 
action is slowed and its beat augmented. These 
effects, though prolonged, do not follow excessive or 
repeated doses. 

By a careful analysis of the factors which the 
organism has at its command to raise blood-pressure, 
and by controverting the assumption that the out- 
pouring of adrenalin following peripheral nerve 
stimulation is a “protective reaction of the organ- 
ism”’ which should be assisted artificially, the author 
reaches a negative answer to the question asked in 
the above title. 

In shock not accompanied by hemorrhage he 
advises the use of vasodilators, with the customary 
application of heat. His object is to lessen the 
resistance to the contractions of the heart. In 
hemorrhage, with or without shock, he admits that 
vasoconstrictors are conceivably beneficial, but 
considers the action of adrenalin oy pituitrin too 
uncertain and too difficult to regulate for their use 
to be other than hazardous. He advises the use 
of saline infusion, raising the limbs, lowering the 
head, and using pressure on the abdomen. He 
believes that benefits which have been observed 
to follow the injection of vasoconstrictors in 
saline solution should be credited to the vehicle 
and not to the drug. E. FIscuEL. 


SERA, VACCINES, AND FERMENTS 


Falls, F. H.: The Present Status of the Abder- 
halden Test. J. Am. M. Ass., 1915, Ixiv, 1898. 


The author believes that the claims of Abder- 
halden as to the specificity of the ferments in the 


blood of pregnant women have not been proven. 
He cites the fact that Abderhalden has modified 
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his technique in some respects since his early pub- 
lished reports, although he claimed to make no mis- 
take with his former technique. The fact that 
Abderhalden limits the period of dialysis to 20 to 24 
hours is practically an admission that he obtains 
positive reactions in non-pregnant individuals 
when a longer dialysis period is used. 

The most recent work in this country as well as 
abroad supports the view previously advanced by 
the author and others that the specificity of the 
ferments cannot be demonstrated by the Abder- 
halden method, but that the ferment content of the 
blood serum is undoubtedly increased in pregnancy. 
This work is further supported by other men work- 
ing with the antitrypsin method of ferment deter- 
mination. 

The author feels that the Abderhalden test should 
be given its place along with other biologica. reac- 
tions and its value as a diagnostic measure deter- 
mined by the slow accumulation of facts by careful 
workers in scientific laboratories. Its right to en- 
dure must depend upon their verdict. His con- 
clusions follow: 

1. The Abderhalden test is not a specific and 
infallable test for the diagnosis of pregnancy, 
carcinoma, or any other condition. 

2. A negative reaction in a given case is of great 
value as speaking against the possibility of preg- 
nancy. 

3. A positive reaction must be interpreted as 
speaking for the diagnosis of pregnancy only, and 
that only in the absence of a large number of patho- 
logical conditions to some of which the author has 
already called attention. 

4. The ferments are increased in the blood 
during pregnancy. As yet, no way has_ been 
devised of differentiating between these ferments 
and the ferments mobilized in many pathological 
conditions. 

5. The test should be applied in all cases in which 
the diagnosis of pregnancy is in doubt, with a full 
knowledge of its limitations and possible error. It 
should be regarded as corroborative evidence 
together with other clinical phenomena. 


Wissing, O.: Meiostagmin Reaction with Warmed 
Sera (Meiostagminreaktionen med uopvarmede 
Sera). Hosp.-Tid., Kjgbenh., 1915, lviii, 565. 

Wissing used Ascoli’s technique for the meio- 
stagmin reaction in 115 cases. He obtained a 
positive reaction in many kinds of cases, including 
febrile cases, nearly all the pregnant women in the 
latter half of pregnancy, in heart-disease with fail- 
ing compensation, in cirrhosis of the liver and 
severe jaundice, in severe but afebrile pulmonary 
tuberculosis, and in a few cases of severe diabetes, 
chronic nephritis with uremia, and chronic rheu- 
matism. However there is little danger of any of 
the diseases in this list being confused with cancer 
with the possible exception of icterus gravis. The 
reaction was positive in 82 per cent of the 40 cancer 
cases, so that the reaction is of value in the differ- 


INTERNATIONAL ABSTRACT OF SURGERY 


ential diagnosis of cancer, even though it is by no 
means specific. Moreover the reaction was nega- 
tive in most of the conditions that might be mis- 
taken for cancer, including gastric ulcer, chronic 
gastro-intestinal irritation, afebrile surgical tuber- 
culosis, chronic gynecological diseases, and syphilis. 
Wissing found that the results were much clearer 
when the serum had not been warmed. A. Goss. 


Lunkenbein: Treatment of Malignant Tumors 
with Tumor Extract (Zur Tumorextrakt-Behand- 
lung maligner Geschwiilste). Beitr. 2. klin. Chir., 
IQI5, xcv, 626. 


Lunkenbein describes in detail the preparation 
of his tumor extract. An injection of the tumor 
extract, carcinoma for carcinoma, sarcoma for 
sarcoma, enables the body to form specific ferments 
which can attack the tumor-cells. The specificity 
of a tumor seems to reside in the nucleus of the 
tumor-cells. So long as this nucleus is not accessible 
to the body fluids on account of its envelope of proto- 
plasm, the body can form no specific ferments 
against it; but the extract contains albumin from 
cancer-cell nuclei, causing the body to produce 
abundant specific ferments against it, so that the 
living tumor-cells are finally attacked. 

The treatment depends on various factors, in- 
cluding the capacity of the body for reaction, the 
size and kind of the tumor, the preparation of the 
extract, and its content in specific antigens. The 
administration of the extract may be advantageous- 
ly combined with surgical treatment or radiotherapy. 

Poor results are obtained in cases in which there 
is severe cachexia, in patients in whom the hemo- 
globin content is less than 40 per cent, and in cases 


in which there are metastases in the liver, spleen, 


brain, and spinal cord. The favorable cases are 
those of so-called soft carcinoma, also carcinoma of 
the skin, tongue, oesophagus, gastro-intestinal tract, 
and uterus. The results vary in carcinoma of the 
breast; they are doubtful if there are extensive - 
metastases. Sarcomata react more favorably than 
carcinomata if they are not too large and cachexia 
is not too far advanced. 

The injection causes a reaction varying in degree 
according to the state of the general health. It is 
best to begin with small doses of about 1 ccm. and if 
there is no reaction the doses are doubled and given 
every two days till a satisfactory reaction is ob- 
tained. After this the dose should be increased 
cautiously. After a weak reaction there should be 
an interval of 3 or 4 days, after a moderate one 5 to 
6 days, and after a strong reaction 7 to 8 days. It 
is not well to allow longer intervals, for the effect 
of the extract is less after a long interval. The 


better the patient’s general condition the stronger 
the reaction that can be produced without injury. 
The treatment will have to be continued for a long 
time and the patient should be warned of this 
beforehand. 

In the discussion KREUTER reported 15 cases: 12 of 
carcinoma, and 3 of sarcoma treated with the 
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Fig. 1. Tube in donor’s vein, and blood flowing into 
the tube. 


extract. The reaction was so severe that the pa- 
tients’ lives were threatened, and there were prac- 
tically no results, except slight local improvement in 
some cases. He advises against the continued use 
of the extract. 

BURKHARDT used the extract in 11 cases. Some 
of the patients had such a strong reaction that they 
refused further treatment. In most of the cases 
there was no result from the treatment. In 2 of the 
cases the tumors grew smaller at first, but after 
4 or 5 injections they began to grow again. 

MADLENER gave 60 injections in 14 cases; the 
treatments were only begun three to five weeks ago, 
and in that time there has been no decrease in the 
tumors, but the subjective improvement has been 
so encouraging that he thinks the treatment should 
be continued. 

STADTLER, VON ANGERER, and ENDERLEN also re- 
ported rather discouraging results, consisting partly 
in very severe reactions and partly failure to in- 
fluence the tumors. A. Goss. 


BLOOD 


Mason, J.M.: The Simplicity of Blood Transfusion 
by Means of the Kimpton-Brown Tube. Surz., 
Gynec. & Obst., 1915, XX, 737: 


Mason considers the Kimpton-Brown tube the 
simplest method so far devised for transfusion. 

The special instruments required are the Kimp- 
ton-Brown tube —two sizes, 100 and 250 ccm., 
respectively — and a cautery bulb. 

Other necessary instruments are such knives, 
scissors, dissecting and artery forceps, needles, and 
sutures as may be needed to expose the veins of the 
donor and recipient, together with a cataract knife 


Fig. 2.. Tube in position, the bulb attached, and the 
blood being slowly forced into the vein of the recipient. 


for opening the veins, and a hypodermic syringe for 
the local anesthetic to be used at the site of the skin 
incisions. 

The safety and success of the operation depend 
upon the proper coating of the interior of the tube 
with paraffin or Vincent’s mixture (paraffin 2 
parts, vaseline 2 parts, stearin 1 part). The coating 
is accomplished by placing in the tube about one 
cubic inch of the mixture, and sterilizing the tube 
in the autoclave. Upon removing the tube from 
the autoclave, it is wrapped in a sterile towel, pro- 
tected from breaking by further wrapping in cotton, 
and is set aside until needed. When ready for use, 
the paraffin, or Vincent’s mixture, will be found to 
have solidified in the bottom of the tube. Under 
aseptic precautions, the tube is slowly rotated over 
an alcohol lamp or a gas flame until the paraffin 
has melted, when by further rotation, it will spread 
over the entire inner surface of the tube and the 
excess may be allowed to run out. The thin layer 
of paraffin quickly hardens and the tube is ready for 
use. 
Under local anesthesia, a vein at the bend of the 
elbow of the donor is freed for a distance of one and 
one-half inches, a ligature is thrown around the 
vein and tied on the proximal side. A vein in the 
arm of the recipient is treated in the same manner, 
except that it is tied distally. 

Traction is made on the ligature around the vein 
of the donor, thereby elevating the vein, which is 
opened longitudinally with the cataract knife. 
The edges of the incision are held apart by the as- 
sistant with mosquito forceps, small tissue forceps 
or fine hooks, and the tip of the tube, directed 
peripherally, is inserted into the lumen of the vein. 

The donor is directed to open and close the hand 
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slowly, and this pumping effect causes the tube to 
fill very quickly. A ligature around the arm above 
the incision will increase the rapidity of the flow, 
but its use is not absolutely necessary. 

The vein of the recipient is opened and the tip of 
the tube inserted, directed centrally. The cautery 
bulb, previously sterilized, is attached to the side 
tube, and very slight pressure is exerted. The blood 
flows into the vein of the recipient at a rate that is 
always under the control of the operator. If more 
blood is desired, the operation is repeated with a 
fresh tube; otherwise nothing remains to be done 
except to close the small wound made in exposing 
the veins. 

One great advantage of the method is that donor 
and recipient do not have to be brought in contact 
with each other, as in the anastomosis methods. 
Indeed it is not necessary that they be closely ap- 
proximated or even in the same room. This 
feature makes it available under conditions where 
direct or indirect anastomosis might be impossible. 


BLOOD AND LYMPH VESSELS 


Quénu: Traumatic Aneurisms (A propos de dix- 
huit anévrismes traumatiques opérés par Pierre 
Duval). Bull. et mém. Soc. de chir. de Par., 1915, 
xli, 592. 


In February Pierre Duval reported 18 cases of 
traumatic aneurism operated upon by him. Among 
them was one of arteriovenous aneurism of the com- 
mon carotid and the internal jugular. Quénu 
reports a case of the same kind operated upon by 
him and collects the cases from the literature, 17 in 
all. He describes the methods of operation used in 
the various cases and concludes that the operation 
of choice is quadruple ligation. This method may 
be applied even in cases where there is perforation 
of the carotid at the bifurcation, when quintuple 
ligatures are applied; none of the cases so operated 
upon has been lost. The favorable results of the 
operations performed since 1889 justify operation, 
though Pluyette wrote in 1886: “Expectant treat- 
ment is a duty, and operation is to be condemned.” 

A. Goss. 


Auvray: Operation in Fifteen Cases of Traumatic 
Aneurism (Quinze anévrismes traumatiques opérés) 
Bull. et mém. Soc. de chir. de Par., 1915, xli, 851. 


Auvray describes 15 cases of operation for an- 
eurism, 7 of them being arterial, 7 arteriovenous, and 
1 diffuse. Three of the arterial aneurisms were in 
the radial, 2 in the brachial, 1 in the ulnar, and 1 in 
the superficial temporal. Of the arteriovenous 
aneurisms 2 were in the axilla, 1 in the upper part 
of the brachial, 1 at the bend of the elbow, 1 of the 
superficial femoral near the apex of Scarpa’s tri- 
angle, 1 in the popliteal space, and 1 in the carotid 
region, between the external carotid and the in- 
ternal jugular. The diffuse aneurism was in the 
axilla. The aneurisms were extirpated in all the 
cases. He never sutured the lateral wall of 


INTERNATIONAL ABSTRACT OF SURGERY 


the vessel to preserve its continuity, because of the 
extent of aneurisms from gunshot wounds, though 
he did this successfully once in an aneurism follow- 
ing a stab wound of the thigh. One indispensable 
condition of success is to lay the aneurism bare very 
freely; for instance, in the axillary aneurism he 
made a vertical incision of the pectoralis major 
and in the carotid aneurism a transverse section of 
the sternomastoid. These extensive sections of the 
muscle did not produce any functional disturbances 
afterward. 

In aneurisms of the limbs the author ligated the 
limb to prevent loss of blood; in other situations he 
ligated or clamped the vessels as near as possible 
to the aneurism. When it came to removing the 
aneurism itself he ligated the large venous and 
arterial trunks above and below it; this does not do 
away with hemorrhage entirely, but reduces it to 
such an extent that it is readily controlled. Care 
should be taken in dissecting the sac not to injure 
nerve-trunks that may be very intimately adherent 
to it. 

Only one case was lost —the diffuse aneurism 
of the axilla. This condition had been incorrectly 
diagnosed and had persisted for three weeks when 
the patient was admitted. The patient was in very 
bad condition and the walls of the artery were in- 
flamed; gangrene followed the operation and the 
patient died. In another case where the nerves of 
the axilla were included in the walls of the aneurism 
there was paralysis of motion and sensation in the 
hand and a suppurative arthritis in the thumb. 
The results were excellent in all the other cases. 

A. Goss. 


Bier: Surgery of the Blood-Vessels; Aneurisms 
(Chirurgie der Gefisse; Aneurysmen). Beitr. z. 
klin. Chir., 1915, xcvi, 556. 


At the meeting of military surgeons held in 
Brussels this spring Bier reported on 102 cases of _ 
operation for.aneurism. The aneurisms were of © 
very recent date and the sacs were filled with old 
or fresh blood-clots. Aneurisms were observed in 
almost all the large and medium-sized arteries; 
45 of them were arterial and 56 arteriovenous. 
Momburg’s tube was used to control hemorrhage 
in aneurisms of the femoral or pelvic vessels. 

The best treatment is suture of the artery; it was 
performed in 74 cases; in most of the cases the suture 
was along the axis of the vessel; in only 3 cases was 
transverse suture performed. In arterial aneurism 
lateral suture is a simple operation. 

Operation for arteriovenous aneurism is more 
difficult. In 36 cases the wounded piece of artery 
was resected and the ends sutured circularly. 
Transplantation of a piece of vein to fill in the gap 
was not found necessary. Circular suture is easily 
performed, even on the larger arteries; intima is 
applied to intima and a continuous suture inserted. 
Small arteries are ligated. Where large veins run 
through infected aneurisms they are ligated in two 
places and resected. 
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Suture of the vessels should not be attempted in 
infected aneurisms. It has often been asserted that 
ligation of arteries is not dangerous in healthy 
young soldiers, but Bier finds that this is not always 
true. He has seen several cases where ligation of 
large arteries caused gangrene, and he himself 
ligated the subclavian in a case where he thought 
suture was contra-indicated; gangrene of the arm 
followed resulting in death. Many aneurisms 
recovered spontaneously. There was death in 8 
of his operated cases, 4 of the fatal cases being 
aneurisms of the subclavian. All the others re- 
covered. A. Goss. 


Secher, K.: Treatment of Varices of the Lower 
Extremity by the Kuzmik-Schede Method 
(Behandlung von Varicen an den unteren Extremi- 
taiten der Methode von Kuzmik-Schede). Berl. 
klin. Wehnschr., 1915, lii, 608. 


Kuzmik’s method consists in tying a heavy silk 
thread around the vessel over a roll of gauze. The 
thread is drawn very tightly and the ligation is 
repeated at intervals of about 2 cm. along the course 
of the varicose vein. Kuzmik used it in 155 cases 
with only three recurrences. Frequent recurrence 
is the objection to the Trendelenburg method. 

Secher gives the histories of 4 cases in which he 
used the method, 3 of them bilateral. He had ex- 
cellent results in all cases, and no recurrence. It 
is a simple and easy treatment and can be carried 
out in the office or in the patient’s home. The 
threads are removed the twelfth day and the dress- 
ings changed. The intima and media are separated 
by the ligature and their growing together again 
obliterates the vessel. The first few days after 
the operation there is much pain and a feeling 
of numbness in the legs; it is advisable to give 
morphine to allay the pain. Walking is somewhat 
difficult for a few days, but soon becomes easier. 
There is no disturbance of sensation. A. Goss. 


Kondoléon, E.: Ultimate Results of the Surgical 
Treatment of the Lymphcaedema of Elephan- 
tiasis (Die Dauerresultate der chirurgischen Be- 
handlung der elefantiastischen Lymphédeme). 
Miinchen. med. Wchnschr., 1915, \xii, 541. 


In a former article the author proposed excision 
of the deep fascia in the treatment of the chronic 
lymphoedema of elephantiasis, but at that time 
his cases were too recent to show the ultimate 
value of the treatment. All the other cases in the 
literature have also been reported shortly after 
operation. He now gives the histories of 10 cases 
operated on from March, 1912, to November, 1914. 
Two of them were completely cured, 3 were markedly 
and permanently improved, 2 showed slight im- 
provement, 2 have not been heard from, and 1 
relapsed to almost the original condition. 

In the cases with abundant proliferation of 
connective tissue and advanced sclerosis the im- 
provement was slight, in those of simple lymphatic 
stasis there was recovery or marked improvement. 


While the results are not so brilliant as they 
appear immediately after operation, still they are 
very satisfactory, when it is considered that there 
is no other method of overcoming the condition. 
The operation will give much better results if 
performed early before sclerosis of the connective 
tissue takes place. A. Goss. 


POISONS 


Willimczik, M.: Typhoid Abscesses (Uber Typus- 
abscesse). Berl. klin. Wchnschr., 1915, lii, 459. 


In an extremely large percentage of the typhoid 
cases occurring during the war there have been 
skin abscesses. Many of these were abscesses 
containing the ordinary pus cocci and due to ex- 
ternal infection. But another group of cases, 
three of which are described, were specific subcutane- 
ous abscesses containing typhoid bacilli. They 
were bland, cold abscesses with pale grayish red 
granulations. They are due to internal metastases, 
not to external infection. Typhoid is not a local 
infection of the intestine, but a form of sepsis with 
typhoid bacilli in the circulating blood, and when 
these reach a point of least resistance such abscesses 
are formed. They are more frequent in war than 
in peace because of the many forms of trauma to 
which the soldier is subjected. A. Goss 


SURGICAL THERAPEUTICS 


Rossié, J.: Ortizon and Ortizon Pencils in the 
Treatment of Wounds (Ortizon und Ortizonstifte 
inder Wundbehandlung). Miinchen. med.Wchnschr., 
1915, lxii, 438. 

Ortizon is a solid and therefore transportable 
form of hydrogen peroxide; it consists of hydrogen 
peroxide and carbamide, and is prepared in the 
form of pencils which are inserted into the wound. 
They are easy to use and more effective than the 
liquid, for they contain 1o times as much hydrogen 
peroxide as the 3 per cent solution. The oxygen is 
given off gradually after they are inserted into the 
wound. The fistula or wound cavity is gradually 
distended by the development of the gas, so that 
there is freer discharge of pus and the patient is 
often saved incisions. The introduction of the 
pencils produces a pleasant cool sensation, due to the 
carbamide. Recently, Weintrud has proposed to 
use the ortizon pencils as a prophylactic against 
tetanus, because the tetanus bacillus is anaérobic 
and the presence of oxygen would destroy it. Their 
use in this way has not yet been sufficiently tested. 

A. Goss. 


Agasse-Lafont, E.: Criticism of Pyoculture (Note 
sur le procédé de la pyoculture). Bull. Acad. 
de méd., Par., 1915, Ixxiii, 21. 

A method called pyoculture has recently been 
proposed by Delbet, who considers it of great value 
in deciding the prognosis and operative indications 
in cases of suppuration. It consists in collecting 
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pus from a wound in a pipette, planting a part of it 
in peptonized bouillon and leaving the remainder in 
the pipette; both are placed in the incubator and 
examined again after 24 hours. If the pyoculture 
is positive there is a more abundant development of 
bacteria in the pus than in the bouillon. 

Agasse-Lafont criticizes this method severely 
and thinks that Delbet is not justified in operating 
on account of the results given by the method when 
the clinical indications are against operation. 
Neither does he think that Delbet’s demonstration 
by this method that practically all antiseptics are 
injurious, is conclusive. Even if the principle of the 
method is correct, much remains to be desired in 
regard to the technique. The nature of the different 
bacteria and the conditions under which they thrive 
best are left out of account entirely. Some bacteria 
do not thrive in peptonized bouillon, so that a more 
abundant growth in the pus would prove nothing. 
The conditions as to oxygenation have a great deal 
to do with the growth of bacteria, and this is not 
allowed for. Growing the same kind of bacteria 
in closed tubes and in open Petri dishes and observ- 
ing the difference in the growth will illustrate this 
point. The conditions under which the bacteria 
grow in the pipette and in the wound are so very 
different that comparison is hardly possible. 

The bacteria that have had to be dealt with most 
frequently during the present war have been largely 
of the anaérobic type, and that has helped to bring 
about accordance between the clinical results and 
those of pyoculture. But even then, Agasse- 
Lafont believes that long and careful laboratory 
study will be necessary before we are justified in us- 
ing this method to determine the indications for 
operation. A. Goss. 


ELECTROLOGY 


Abbe, R.: Lymphangioma and Radium. Tr. Am. 
Surg. Ass., Rochester, Minn., 1915, June. 


Abbe’s paper deals with the problem of the utility 
of radium in the surgical field and demonstrates the 
peculiar specific action of radium as a new force. 

Up to the present time 6 types of tumor tissue 
have been shown to be efficiently cured, in the best 
surgical sense, by the unique action of radiant dis- 
charge from radium. ‘These types are: 

1. The hyperkeratoses or cornified skin growths. 

2. The basal cell epitheliomata. 

3. Myeloid bone tumors, in which the radium’s 
specific action is so typically shown that in a pul- 
taceous bone tumor from which all ossific matter has 
disappeared, there appear, at first, gritty points 
throughout the mass soon after the use radium. 
These points coalesce as the tumor shrinks and 
ultimately form a solid bone structure taking on the 
shape of the original bone, so that, at last, all 
myeloid tumor has been changed to healthy and 
enduring bone of the original form. 

4. Some round-cells sarcomata destructive of 
bone have wholly disappeared and remained well. 


5. Uterine fibroids—pure myomata—have con- 
stantly been demonstrated to shrink and be absorb- 
ed after proper use of radium and to remain cured 
ten years. 

6. In this paper the author demonstrates that 
certain tumors composed wholly of lymphangioma 
with clear fluid in the overgrown lymph-channels, 
or of mixed masses of capillary lymph- and blood- 
vessels are radically cured by the specific alteration 
of the masses by the action of radium. These tu- 
mors are found not uncommonly in the tongue where 
they sometimes grow large and troublesome, or 
become combined in nevoid structures, or as noted 
by dermatologists, they may form groups of white 
vesicles on the skin of children, which continue for 
years and are most difficult to cure. They may be 
all cured by radium. 

Evidence is slowly accumulating that the action 
of radium in appropriate conditions is not only 
unique but specific. 

It is commonly thought that the action of radium 
and the X-ray tube are similar and that whatever 
one can do, the other can. Far from it! 

The output of each is spoken of in terms of elec- 
trons, or discharges of particles shot into the tissues 
under treatment. 

From the X-ray tube y-rays are the principal 
output. These are wholly neutral particles, that 
is, with neither positive nor negative electricity. 

The radium discharge is composed of both B- 
and -rays in large quantity. The #-rays are 
negatively charged particles and carry this influence 
into the tissues. 

It has been fully demonstrated that the negative 
B- electron discharge is the efficient factor in altera- 
tion and curative action In this, then, radium has 
every advantage, as it is rich in the B-ray discharges. 

How then is the X-ray tube so efficient? It has 
been demonstrated that the y-ray piercing tissues 
generates secondary rays on meeting resistance, and 
thus the secondary B-rays are active wherever © 
generated. In that respect both agents generate 
the same efficient force, the B-ray. The special 
virtue of radium lies in its primary output of these 
B-rays at short range, applied where contact is made 
with the tumor. 


Knox, R., and Salmond, R. W. A.: A System of 
Topography for Use in Radiography of the 
Head. Arch. Réntg. Ray, 1915, xix, 393. 


The authors endeavor to outline a simple method 
of measurement to show the relations between the 
surface of the head and the bony as well as the soft 
parts in the interior. 

The method is based on a series of measurements 
made on the dry skull, and afterwards applied to 
and verified on subjects in the post-mortem room, 
and also as far as possible on the living subject. 

The authors have found the method accurate 
for application to the various types of skull met 
with, though in exceptional yet still normal types 
its accuracy will be lessened. 
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A base line is determined by drawing a line from 
the midpoint of the suture between the frontal 
and nasal bones, through the center of the external 
auditory meatus, continuing to the midlin* at the 
back of the head. The length of this is measured, 
and on it three points are marked, at one-third, 
one-half, and two-thirds of the distance from either 
end; usually it is most convenient to measure from 
the front. 

Through these points perpendiculars to the base 
line are drawn, dividing the head into four areas 
by three lines which run downward and forward 
and are intersected by the base line. 

The following points are found on the same 
horizontal plane as the base line: (1) the lower 
part of the frontal sinus; (2) the sphenoidal sinus; 
(3) the apex of the petrous bone; (4) the clivus 
of the sphenoid; (5) the glenoid cavity and condyle 
of the lower jaw; (6) the external auditory meatus; 
(7) the jugular foramen; and (8) the mastoid 
process. 

The point of intersection at one-third the distance 
from the nasion is at the zygomatic malar suture 
and corresponds in the interior with the front part 
of the sphenoidal sinus. The point at one-half the 
distance is at the glenoid fossa and condyle of the 
lower jaw, and corresponds in the interior with 
either the lower part of the dorsum selle or just a 
little behind it, the apex of the petrous bone. The 
point at two-thirds the distance is on the mastoid 
process, toward its posterior margin, and corresponds 
with the curved portion of the lateral sinus in the 
interior. 

The three perpendicular lines divide the head 
into four regions which may be called A, B, C, D, 
from before backwards. 

Region A contains the anterior fossa of the skull 
with the anterior half of the frontal lobe, the orbits 
and the facial bones with the exception of the 
ascending rami of the lower jaw and the palate 
bones. 

Region B contains the body of the sphenoid and 
the greater part of the sphenoidal sinus, the sella 
turcica and pituitary body, the palate bones and 
ascending rami of the lower jaw, the posterior half 
of the frontal and the anterior part of the temporo- 
sphenoidal lobe of the brain. 

Region C contains the mastoid process, petrous 
temporal bone, occipital condyles, anterior half of 
the parietal and posterior part of the temporal 
lobes of the cerebrum, the pons, medulla, and the 
anterior part of the cerebellum. 

Region D contains the horizontal portion of the 
lateral sinus, the occipital lobe and the posterior half 
of the parietal lobe of the cerebrum, and the posterior 
part of the cerebellum. 

An illustration is given of the use of the system 
to radiograph the sphenoidal sinus laterally. The 
system shows that the base line runs through the 
sinus, and that it is situated between the inter- 
secting lines at the one-third and one-half distances. 
The tube is, therefore, arranged so that its central 


rays pass through the base line and between the 
intersecting lines. 

The paper is carefully illustrated and is valuable 
for reference. Davp R. Bowen. 


Manges, W. F.: Réntgen Ray Examination of Ac- 
cessory Sinuses. Penn. M. J., 1915, xviii, 508. 


Manges reviews the physics and the technical 
history of sinus examinations, and states that it is 
necessary to use tubes maintaining a constant and 
fairly high vacuum, since the necessary exposure 
with soft tubes may produce alopecia. As it is 
impossible to distinguish shadows made by sinuses 
filled with water, pus, mucus, mucous membrane, 
or other soft tissue, the nature of the abnormal 
content cannot be determined. Sinuses should not 
be emptied previous to X-ray examination. Very 
much thickened mucous membrane renders a 
sinus more opaque than its healthy mate, but plates 
of the highest order are required for such detail. 
The knowledge as to the size of the frontal sinuses, 
absence of one or the other, and the presence of 
septa, is of the utmost value to the surgeon prior 
to operation. 

The maxillary sinuses, frequently the seat of 
malignancy, of infection, of extension from alveolar 
abscess or involvement in dentigerous cysts, offer 
an even greater field for differential diagnosis. 

Good réntgenograms, made in Caldwell’s posi- 
tion, will at least show a difference between the 
shadows or normal ethmoids on one side and oc- 
cluded cells on the other. Stereoscopic réntgeno- 
grams are still more accurate. 

Although there are numerous forms of technique, 
Manges has seen few cases in which the réntgen 
diagnosis was of positive value as to the presence 
of fluid in these sinuses; but the study of the sphe- 
noid cells is of the utmost importance in cases of 
pituitary disease. 

Errors in réntgen diagnosis of sinus conditions 
are usually due to faulty technique. The plates 
must be of contrastive, strongly penetrative quality, 
or the shadows will be so pale as to seem airless. 

Davip R. Bowen. 


MILITARY SURGERY 


Témoin: Fractures of the Skull by Tangential 
Shots (Fractures du crane par lésion tangentielle 
de la téte). Bull. et mém. Soc. de Chir. de Paris, 
1915, xli, 1024. 

Témoin calls attention to the frequency with 
which injuries of the scalp, apparently slight, are 
accompanied by fracture of the skull. After having 
had one or two sad experiences in losing patients 
with encephalitis when they had come in with 
apparently only slight scalp wounds he adopted 
the plan of opening up all scalp wounds freely and 
examining the skull. If there is the slightest 
fissure of the external table he trephines at once. 
Any clots or fragments are removed and a small 
drain left in the wound. Among 33 patients with 
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scalp wounds treated in this way, 29 were found to 
have fractures of the skull. All of the 23 who were 
trephined immediately after their arrival at the 
hospital recovered; of the 5 who were not operated 
upon until symptoms of brain disturbance developed 
4 died. Therefore he is an ardent advocate of 
immediate operation in skull injuries. 

In the discussion PAUCHET pointed out that in 
some cases where there is no true fracture but care- 
ful examination shows an ecchymosis of the ex- 
ternal table of the skull, trephining will reveal the 
fact that there is a fracture of the internal table; 
therefore cases showing such ecchymoses or hemor- 
rhagic spots should be operated upon. TUFFIER 
agreed with him in this opinion. TOUSSAINT 
presented the histories of 10 cases of operation for 
fracture of the skull. A. Goss. 


Hosemann: Early Surgical Treatment of Gunshot 
Wounds of the Skull (Die chirurgische Friihbe- 
handlung der Schidelschiisse). Deutsche med. 
Wcehnschr., 1915, xli, 607. 


Hosemann had charge of a dressing station north 
of the Aisne for eight weeks. Injuries of the skull 
were extraordinarily frequent. He had 79 cases, 
and as there was time to give considerable care to 
each case they were treated at the dressing station 
rather than forwarding them to the hospitals. 
This is preferable if the conditions permit of it at 
all, for transportation is particularly dangerous in 
these cases. The hair was cut away, the wounds 
painted with tincture of iodine; and if necessary 
to get a clear view of the skull, the scalp wound was 
enlarged. In 24 cases this procedure showed that 
operation was necessary. Nine of these patients 
died. 

There was very little infection among the cases — 
one case of meningitis and one of superficial brain 
abscess. The brain is not so sensitive to infection 
as is commonly believed if it is given the necessary 
care early. Another important point is to provide 
free drainage in order to avoid pressure on the brain. 
Dressings should be changed often so that the 
wound secretion may be discharged. Discharge of 
brain substance is not in itself especially dangerous; 
it is, however, an evidence of increased intracranial 
pressure, and indicates an examination for hema- 
toma or brain abscess. The advice of some authors 
to close all defects in the skull by flaps of periosteum 
fascia, etc., is therefore based on a mistaken con- 
ception. It increases the very condition that is 
causing the brain prolapse. The indication in such 
cases is to keep the wound open, not to close it. 

A. Goss. 


Barany: Primary Suture of Gunshot Wounds, 
Especially of the Brain (Primaire Wundnaht bei 
Schussverletzungen, Speziell des Gehirns). Wien. 
klin. Wehnschr., 1915, xxviii, 525. 


B&rAny describes a number of cases of gunshot 
injury of the brain from which he draws the con- 
clusion that it is better to suture at once without 
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drainage. Theoretically these wounds are to be 
regarded as infected, but practically they may be 
regarded as sterile and sutured. He _ believes, 
moreover, that in gunshot wounds in general much 
better results would be obtained if wounds were 
cleansed, the skin excised if necessary and sutured 
at once at the dressing station, than by the present 
method of simply dressing them and sending them 
on to the hospital. He thinks the wounded men 
would recover much sooner and be ready for military 
service again. Of course it would be necessary to 
simplify the procedure as much as possible. In- 
struments could be kept in alcohol all the time and 
the surgeon’s hands sterilized with alcohol if water 
and soap were not obtainable. Excision of skin 
wounds could generally be accomplished under local 
anesthesia or without anesthesia at all. Practice 
would enable the surgeon to suture most wounds in a 
few minutes. 

The objection is made that the patients would have 
to be transported and could not be under medical 
observation, but Barany holds that they would not 
be any worse off than they are with their wounds 
simply bandaged. There would be even less danger 
of hemorrhage and infection, for the patient is 
exposed to both these dangers by displacement of 
the dressings during transportation. If the prin- 
ciple were once established that gunshot wounds 
should be sutured immediately, means could 
readily be found for carrying it out. A. Goss. 


Piéry: Penetrating Injuries of the Thorax in War 
(Les plaies pénétrantes de poitrine par projectiles 
de guerre). Presse méd., 1915, xxiii, 197. 


Piéry was able to follow up 53 cases of injuries 
of the lungs in the present war. Simple wounds 
of the lung are characterized by a pneumonic pro- 
cess accompanied by hemothorax. The stetho- 
scopic signs are tubular breathing over the middle 
of the lung, with dullness at the base gradually de- 


creasing upward. A bloody intrapleural effusion is ° 


shown by exploratory puncture. There was hemop- 
tysis in somewhat more than half the cases. There 
is moderate dyspnoea and tachycardia and a very 
characteristic temperature curve, caused by the 
pneumonic process. Resolution of the pneumonia 
and absorption of the bloody effusion are both 
slow. All of the 25 patients with uncomplicated 
wounds of the lung recovered. 

The immediate treatment is rest in bed, revulsion, 
and the use of digitalis and ipecac to combat the 
hemorrhagic pneumonia. Operation is  contra- 
indicated; the hemothorax should be left alone. 
Extraction of projectiles should be delayed as long 
as possible. Convalescence is prolonged and during 


this period the greatest care should be exercised, 
particularly to avoid catching cold. These wounds 
are frequently complicated by pneumothorax, 
secondary suppuration of the hemothorax, primary 
pyothorax, fracture of the ribs, or abdominal 
wounds. 
evacuating pus as soon as discovered. 


Treatment of complications consists in 
A. Goss. 
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Beaussanat: Injury of the Heart by the Bursting 
of a Grenade; Extraction of Projectile from 
the Right Ventricle; Recovery (Plaie du coeur 
par éclat de grenade; projectiles libres dans la 
cavité ventriculaire droite; extraction du projectile; 
guérison). Bull. Acad. de méd., Par., 1915, xxiii, 
554- 


Beaussanat describes a case of operation for 
injury of the heart which illustrates the remarkable 
tolerance of this organ. A sergeant was struck by a 
bursting grenade. A fragment was removed, and 
he was then discharged but for four months con- 
tinued to have difficulty in breathing and precordial 
distress, worse at night and when lying down. He 
had to move gently and speak slowly to avoid mak- 
ing his symptoms worse. After réntgen examina- 
tion a diagnosis was made of a fragment of shell in 
the pericardium. On incising the pericardium, 
however, the fragment could not be seen, but it 
could be felt free in the right ventricle. The heart 
was brought outside the pericardium and held by 
two silk threads passed through the muscle. The 
fragment was brought as near to the apex of the 
ventricle as possible and held by the thumb behind 
and three fingers in front while an incision was made 
through which it was extracted. It weighed 1.5 
gms. The heart was sutured with silk. For three 
days the patient had intense dyspnoea, the pulse 
was feeble and irregular and the facies anxious. 
There were three attacks of cough and blood-stained 
sputum, evidently from pulmonary embolism. But 
in a month the patient had completely recovered 
and auscultation showed the heart normal. 

A. Goss. 


Schafer, A.: Conservative or Operative Treatment 
of Heart Wounds (Beitrag zur Frage der kon- 
servativen oder operativen Behandlung von Herz- 
wunden). Miinchen. med. Wcehnschr., 1915, \xii, 
647. : 


Schafer describes two cases in which he sutured 
the heart; one a case of stab wound with suicidal 
intent, the other an accidental gunshot injury. 
Both cases recovered. He concludes that operation 
is not only justified but unconditionally indicated 
in gunshot injuries of the heart if they can be 
operated upon within a few hours after the injury 
with proper aseptic precautions. 

Ether is the best, anesthetic; stimulants are 
contra-indicated before the operation, as_ they 
increase the bleeding; after the operation they 
are of value combined with the administration of 
physiological salt solution. The intercostal incision 
is the best. Positive or negative pressure appa- 
ratus is not necessary; in most cases pneumo- 
thorax has already occurred from the wound, and 
even if produced by the operation it is not of 
great consequence. The author thinks drainage 
of the pericardium is dangerous and drainage of 
the pleura unnecessary. Fixation of the lung to 
the anterior ribs hastens the reéxpansion of the lung. 

A. Goss. 


Haberer, H. von: Further Experience with Aneu- 
risms in War, with Special Reference to Sutur- 
ing the Vessels (Weitere Erfahrungen iiber 
Kriegsaneurysmen, mit besonderer Beriicksichti- 
gung der Gefissnaht). Wien. klin. Wchnschr., 
1915, xxviii, 435, 471. 

Von Haberer reported 13 cases of operation for 
aneurism in 1914, at which time he thought ligation 
of the artery with extirpation of the sac was the 
method of choice, and all of his cases were operated 
upon in that way. A little later he had occasion 
to suture the artery in a case of aneurism of the 
common carotid. Since then he has had 28 addi- 
tional cases, in 16 of which he did ligation and 
extirpation and in 12 suture, making a total of 
42 cases, 29 ligations and 13 sutures. He gives 
the histories of the last 28 cases, and concludes 
that suture is the operation of choice in all cases 
in which it can be performed. In many cases, 
however, it is impossible to suture, though with 
added experience he is continually extending the 
indications. 

Five of his cases were lateral suture, once on the 
common carotid, twice on the subclavian, once on 
the axillary, and once on the tibialis anticus. 
The case of aneurism of the common carotid was 
infected, but in spite of that recovery was uneventful 
and restoration of circulation perfect. Of the 7 
cases of circular suture 4 were of the femoral artery, 
1 the brachial, and 2 the subclavian. 

From his total of 42 cases he finds that the results 
were better with suture than with ligation. Among 
the 29 cases of ligation, amputation was necessary 
in 2, and one patient died of hemorrhage from 
erosion. There was another death, but this patient 
was in such bad condition that death cannot be 
attributed to the operation. There was not the 
slightest complication in any of the 13 cases of 
vessel suture, in spite of the fact that some of them 
were very difficult cases. In addition to the in- 
fected case mentioned above there was one case 
of aneurism of the femoral complicated by fracture 
of the femur. The leg was placed in extension 
immediately after the operation, but the suture 
held perfectly and there was no interference with 
circulation in the leg. In one case of aneurism of 
the subclavian the sac extended far down into the 
thorax, and it was so difficult to get at that the 
operation took three hours; there was moreover a 
defect of 4 cm. in the artery. Considering all these 
facts the results were surprising. The author has 
tried transplantation of a piece of vein in only 
one case, in which it was unsuccessful. A. Goss. 


Longard, C.: Late Hzmorrhage After Gunshot 
Wounds (Spitblutungen nach Schussverletzungen). 
Deutsche med. Wcehnschr., 1915, xli, 529. 


With the old soft lead bullets the injuries of 
blood-vessels were generally contusions, but with 
the modern infantry bullets they resemble incised 
wounds more, and more cases bleed to death on the 
battlefield. Nevertheless there are many cases in 
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which the shot grazes the vessel, destroying only 
a part of the wall. The intact part of the wall then 
bulges under the pressure of the blood, forming 
an aneurism. Seven or eight days later the injured 
wall may rupture with severe hemorrhage. The 
blood collects under the soft tissues, forming a 
swelling that may be mistaken for an abscess. 
Such supposed abscesses have often been opened 
with serious consequences. When bleeding of this 
kind occurs it is necessary to lay open the wound 
and either ligate or suture the wounded artery. 
Longard has ligated the artery in 32 cases, details 
of 3 of which are given. A. Goss. 


Boit, H.: Injuries of the Stomach and Intestine by 
Infantry Bullets (Uber Verletzungen von Magen 
und Darm durch das Infanteriegeschoss). Deutsche 
med. Wchnschr., 1915, xli, 707. 


Among the intestinal injuries observed by Boit 
there was a mortality of 84 per cent, while the mor- 
tality in the stomach cases was only 15.3 per cent. 
The low mortality in the stomach cases was due 
to the fact that the stomach was empty in most 
cases. The prognosis is much better if the injury is 
in the region of the cardia or lesser curvature than 
if it is in the pyloric region. The prognosis is so 
good that the treatment should be strictly conserva- 
tive. The question of the advisability of operation 
in injuries of the intestine is still unsettled. 

Boit recommends more numerous and careful 
autopsies, for in this way it is possible to determine 
whether operation would have saved the life. In 
two-thirds of the cases that have had necropsies 
performed the findings indicate that operation 
would have been effective if it could have been 
performed within the first twelve hours. If the 
patients could be brought to the field hospital within 
that time and operated upon many of them might 
be saved. The trouble is that even when they are 
brought to the hospital they are often neglected for 
other cases in which there is more hope of success. 

Boit suggests that separate hospitals should be 
established for the care of abdominal injuries, and 
patients transported to them as rapidly as possible 
in automobiles. A patient on whom an abdominal 
operation has been performed should never be 
moved in less than two weeks. Even if it is ne- 
cessary to evacuate the position they should be left 
behind in the care of hospital assistants. A. Goss. 


Basdékis, S.: Stab and Gunshot Injuries of the 
Abdomen (Uber Stich- und Schussverletzungen 
des Bauches). Beitr. z. klin. Chir., 1915, xcvi, 223. 


Basdékis reports 63 cases of abdominal injury 
treated at the Freiburg Clinic, some of them injuries 
in civil life, others from the Balkan War; they include 
stab and gunshot wounds, penetrating and non- 
penetrating, and with and without perforation of 
the intestines and other abdominal viscera. Typical 
cases in the different groups are described in detail. 

The possibility of spontaneous recovery, the 
difficulty of operation under the proper conditions 


in war, and the severity of the operation itself have 
caused many authors to treat abdominal wounds 
expectantly, even in civil life. Among the most 
ardent advocates of this treatment are Reclus, 
Berger, and Stimson. There are others who advo- 
cate operation in all cases. 

The statistics brought forth by different authori- 
ties vary greatly. Reclus had only 18 per cent mor- 
tality in 114 revolver injuries treated expectantly, 
while others with the same treatment have a mor- 
tality of 70 per cent or more. Siegel collected several 
series of statistics and found that the mortality with 
operative and expectant treatment was about the 
same — 55 and 51 per cent. But on working out 
the mortality of 376 operative cases he found that 
the mortality of the cases operated upon during the 
first four hours was 15.2 per cent, after five to eight 
hours 44.4 per cent, after 9 to 12 hours 63.6 per cent, 
and for all later laparotomies 70 per cent. There- 
fore the consensus of opinion in Germany today is 
that the earlier operation is performed the better 
the prognosis. But the prognosis in the individual 
case is and always will be doubtful. 

Most surgeons agree with Madelung that the 
danger in penetrating injuries of the abdomen is 
over 24 hours after the injury. 

Kiittner and others hold that all patients with 
abdominal injuries operated upon on the field die, 
while Eilert, Perthes, and others demand operation 
within 12 hours. Von Oettingen advises that the 
following classes of cases be operated upon on the 
field: (1) extensive injuries of the abdominal wall, 
where it is probable that the intestines also are 
injured; (2) large openings of the abdominal wall 
with unincarcerated prolapse, or small openings 
with incarcerated prolapse; (3) small gunshot 
wounds where there is no doubt that there is in- 
testinal injury; (4) cases of continuous hemorrhage 
into the abdominal cavity; and (5) when the picture 
of acute peritonitis or sepsis has developed. In these 


cases transportation must be avoided both before —° 


and after operation. Other cases must not be 
touched on the field. Irrigation and sounding must 
be avoided. In the Bulgarian War the Greeks only 
painted the wound with iodine and applied dry 
aseptic dressings. Then the patients were trans- 
ported as quickly as possible to a hospital where 
they could be operated upon under proper condi- 
tions. The tincture of iodine gave excellent results. 
The wounds treated with it looked clean and showed 
more active granulation than those not painted with 
it. Bornhaupt reports from the Russo-Japanese 
War that of 13 patients operated upon on the battle- 
field 2 died, that is 15.4 per cent, while of 28 
operated upon after 6 to 10 days 13 died, or 46.4 
per cent. 

In peace the theory is that abdominal wounds 
should always be operated upon, but on account of 
the uncertainty of the diagnosis and the difficulty 
and danger of the operation itself this does not al- 
ways hold good. Operation should be performed 
if there is internal hemorrhage, as all cases die if not 
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operated upon. But in simple penetrating wounds 
without prolapse of the viscera, without signs of 
peritonitis, with good general condition and good 
pulse expectant treatment is best. In collapse or 
shock operation is indicated; both collapse and shock 
often change for the better under anesthesia. 

The mortality of the penetrating abdominal 
wounds described was 25 to 28 per cent in cases 
operated upon within 12 hours; 50 per cent on those 
operated upon later. 

Their method of operation was as follows: Mixed 
or chloroform anesthesia was given. In stab 
wounds the cut was merely extended; in gunshot 
wounds an incision was made near the entrance 
wound and a second perpendicular to it if necessary. 
If omentum was prolapsed it was replaced or ligated 
with catgut and removed and the stump buried in 
case it was soiled or inflamed, as it often was. If 
intestine was prolapsed it was carefully cleansed and 
then replaced. If the prolapsed intestine was injured 
the wound was first sutured and then the intestine 
buried. Resection was not necessary in any case. 

If the intestine is so severely injured by torsion or 
incarceration in the abdominal wound that there is 
doubt of its recovery, two procedures may be fol- 
lowed: either an artificial anus is formed or the 
intestine is protected with iodoform gauze or damp 
sterile gauze and left outside the wound until its 
condition improves enough so that it can be replaced, 
or if gangrene develops it is resected, the ends 
sutured circularly, and it is replaced. 

For the toilet of the abdominal cavity either 
lukewarm sterile water was used or sterile salt solu- 
tion. But if even the slightest amount of intestinal 
contents has escaped into the abdominal cavity it 
must not be irrigated, but only sponged for fear of 
scattering infective material. Many authors hold 
that even effusions of blood into the peritoneal 
cavity must only be sponged up. Blood, as well as 
intestinal contents, must be thoroughly removed, 
for it has been ebserved that the peritoneum be- 
comes inflamed mucufiiore easily if there is blood in 
the abdominal cavity. 

To find injuries of the intestine or mesenteric 
vessels the intestine must be examined methodical- 
ly; that is, drawn out bit by bit and examined 
throughout its length and then replaced. If there 
is profuse hemorrhage or much intestinal contents 
in the peritoneal cavity, eventration may be neces- 
sary. The intestines in such cases must be kept 
damp and not allowed to lie too long on the epi- 
dermis, which has been painted with iodine. Com- 
presses moist with physiological salt solution should 
be laid over and under them. If a mesenteric vessel 
is injured it is ligated at once with catgut. Some- 
times, however, it may necessitate resection of the 
intestine if the injured vessel lies near the intestine 
and gangrene of the intestine is to be feared. 

If the field of operation is infected a strip of gauze 
or better a Mikulicz tampon should be introduced. 
The abdominal wound must not be entirely closed 
if there is the slightest suspicion of infection. This 


delays healing somewhat, but decreases the danger 
of infection. For suturing the abdominal wall 
aluminum bronze wire is used. All the layers of the 
abdominal wall except the skin are included and then 
the skin sutured with silk. Sometimes only two or 
three wire sutures are used and between them catgut 
sutures, which also include everything but the skin, 
which is sutured with silk. A. Goss. 


Schwartz: Treatment of Abdominal Injuries at 
the Front (Traitement des plaies de l’abdomen dans 
les ambulances de l’avant). Bouvier and Caudre- 
lier: Thirty-Three Laparotomies in Cases of 
Abdominal Injury (Trente-trois laparotomies 
pratiquées sur des blessés de l’abdomen par balles, 
éclats de bombes et d’obus). Bull. et mém. Soc. de 
chir. de Par., 1915, xli, 1257. 

Reports by Schwartz and Bouvier and Caudrelier 
are reviewed and discussed by Quénu, who deduces 
from them an argument in favor of operative treat- 
ment of abdominal injuries in war. 

Schwartz operated upon g cases, 8 of them with 
perforation of the small intestine and 1 without any 
intestinal lesion, but with injuries of the spleen, 
mesocolon, and great omentum. There were 2 
complete recoveries, 2 operative recoveries, and 5 
deaths, but.1 of these deaths was due to the care- 
lessness of the patient, not to the operation. He 
was getting along splendidly on the sixth day, but 
that night got up to go to the window to look at a 
fire and the next day developed peritonitis. 

Bouvier and Caudrelier report 33 cases of lapa- 
rotomy for abdominal injuries. In all there were 
18 deaths and 15 recoveries, or a total mortality of 
54.5 per cent The mortality was 66 per cent in 
injuries of the small intestine, 40 per cent in injuries 
of the large intestine, 60 per cent if only perforating 
injuries of the large and small intestine are counted. 
They were favored by the fact that they were very 
near the front and their patients only had to be 
carried a few meters; but their mortality is increased 
by the fact that they operated on all cases as they 
came, no matter how severe the injury or in what 
condition of shock the patient was at the time. 
They generally operated through a median incision; 
sometimes they merely enlarged the existing wound. 
When there was an evisceration of the intestine 
they sutured or resected it outside before opening 
up the abdomen. Perforations of the intestine were 
treated by suture; if there were multiple perfora- 
tions in a short segment the intestine was resected. 
They used only end-to-end suture. In almost all 
cases the peritoneum was irrigated with ether after 
the operation; it was not always drained. Every 
effort was made to make the operation as short as 
possible. These results are decidedly in favor of 
operative treatment. 

The opinion of surgeons is very much divided still 
as to the question of operative or conservative treat- 
ment in abdominal injuries. 

QuéNuU quotes a report of Sencert, who prefers 
expectant treatment. Sencert had 58 cases, with 
only 13 recoveries, a mortality of 77.5 per cent, 
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while Bouvier and Caudrelier had only 54.5 per cent 
mortality from operative treatment. Moreover 
Quénu concludes from a study of Sencert’s cases 
that not all of them were perforations of the in- 
testine, so that, in addition to having a higher 
mortality, he had less serious cases. The published 
cases of various other authors are reported. Sum- 
ming up all the operative cases, the average 
mortality is 62 per cent; while the average mor- 
tality of the conservative cases is 78 per cent. 
Quénu concludes that operation is indicated except 
in some cases of tangential shot with both orifices 
posterior, indicating that the intestine has not 
been perforated. It is the perforation of the in- 
testine, not of the peritoneum, that is most signifi- 
cant. 

The indications for operation depend less on the 
site of the wound than on the time when the surgeon 
gets hold of the patient and has the facilities at his 
command for operation. Patients with abdominal 
injuries should be operated upon as near to the 
trenches as possible, to avoid jarring. They should 
never be carried more than 15 to 20 kilometers. 
One of Sencert’s arguments for conservative treat- 
ment is that the patients are in too bad condition to 
be able to stand the shock of operation, but Quénu 
reviews the causes of death in Bouvier and Caud- 
relier’s cases and shows that none of them died of 
shock. One of the questions now to be solved in 
these cases is the proper time for evacuation of the 
patients. So far they seem to have been evacuated 
too soon, for quite a number of cases are reported 
of patients who recovered from the operation but 
died as a result of the journey home. Quénu 
thinks they should make the journey by stages, 
traveling only a few hours at a time, preferably by 
automobile, and resting a number of days between 
the stages. A. Goss. 


Gobel, R.: Gunshot Wounds of the Hip (Uber 
Huftgelenksschiisse). Mainchen. med. Wehnschr., 
1915, Ixii, 721. 

From a comparison of the statistics of the Balkan 
War and the results of the present European War, 
Gébel concludes that there has been no improve- 
ment in the treatment of wounds of the hip. A 
large percentage of the wounds are infected, and 
, - Balkan War 6c per cent of the infected cases 

ied. 

Gébel thinks the mortality could be considerably 
reduced by early operation, and that the conserva- 
tive treatment which has commonly been used 
is a mistake. If fever begins in a patient with 
a hip injury, a careful examination should be 
made for acute coxitis, and a réntgen picture 
made. Early diagnosis is of the greatest impor- 
tance, and early operation will prevent the forma- 
tion of abscesses, which interfere greatly with the 
success of later operations. Of the 12 cases of 
infected hip wounds that the author has treated 
3 died, and 4 were barely saved by late resection. 

A. Goss, 


Hohmeier, F.: Treatment of Gunshot Fractures 
of the Femur, Particularly Treatment by Nail 
Extension (Die Behandlung der Schussfrakturen 
des Oberschenkels mit besonderer Beriicksichtigung 
der Nagelextension). Beitr. z. klin. Chir., 1915, 
xCvi, 255. 


The author reports eighteen cases of severe 
compound fractures of the femur treated by nail 
extension. 

The objections that have been urged to the 
method are pain, injury to the bone by the nail, 
loosening of the nail, possibility of injuring the 
joint or epiphyseal line, defective action on lateral 
displacement of the fragments, delay in callus 
formation, and, most serious of all, danger of 
infection. 

None of Hohmeier’s patients complained of 
especially severe pain. He believes that the nail 
does not become loosened unless there is atrophy 
of the bone. In most of his patients he had diffi- 
culty in removing the nail at the end of three weeks. 
One officer had been wounded months before and 
came for treatment of a badly healed fracture. 
When the nail was driven in the bone seemed 
soft and the nail had to be removed after 8 days. 
But even in such cases nail extension may be used. 
The atrophic bone will hold the nail for a few days 
until the dislocation of the fragments is overcome. 
As soon as it loosens it should be removed and a 
plaster cast applied. Of course the cast should 
be applied with the nail still in position and the 
nail removed only after the cast has completely 
hardened. 

Nail extension by separating the fragments 
has a good effect on stubborn suppuration at the 
point of fracture. When the fragments are separ- 
ated, bits of bone that have been caught between 
— are freed and discharged and the wound 

eals. 

In none of his cases was the firmness of the joint 
interfered with. Overstretching of the muscles. 
and flail-joint' have been complained of by some 
surgeons, but this, as well as ankylosis, can only 
occur if the leg is left inactive. Hohmeier begins 
massage and passive movements of the joint at 
once. His patients were eager to assist in the 
treatment and emulated each other in moving 
their joints after active movements were begun. 
In 15 of the 18 cases complete joint mobility was 
attained; in 3 there was a slight limitation of flexion 
—2 of these were supracondylar fractures in which 
there had been a joint effusion, and pain in the 
knee-joint interfered with movements; the other 
was a very timid man who would not assist in the 
active movements and even resisted passive ones. 

In no case was the joint injured by the nail. 
If the nail is driven in too close to the joint it 
limits the movements of the joint to a certain 
extent. Hohmeier has found that it is preferable 
to drive the nail through the os calcis. He can 
see no justification for the complaint that nail 
extension does not influence lateral displacement 
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sufficiently. The same thing is true of adhesive 
plaster extension. If there is lateral displacement 
it can be overcome in one method as well as in the 
other by adding weights on the side indicated. 

There was no delay in callus formation in any 
of the cases and should not be if the correct weight 
is applied, as the condition arises from the fact 
that the displacement is not overcome or that 
the fragments are separated too far. 

There was slight infection in 3 cases, but this was 
due to a defect in treatment. Baths were ordered 
for the patients, and the apparatus for holding the 
leg out of the water gave way and the wound was 
plunged into the water. There were no serious 
results from any of these infections as the nails 
were removed on the first signs of inflammation, 
pain and slight secretion. The other 15 cases were 
entirely free of infection. 

The effect of nail extension is especially good in 
old, badly healed fractures. After the war there 
will be many such fractures and this method of 
treatment will prove valuable in many of them. 
The author thinks it should be more extensively 
used in compound gunshot fractures of the femur, 
though in the ordinary fractures of civil life it will 
probably continue to be used only when other 
methods have failed. A. Goss. 


Chaput, M.: Diagnosis of Suppurative Arthritis 
Following Gunshot Fractures (Diagnostic des 
arthrites suppurées consécutives aux fractures par 
projectiles). Presse méd., 1915, xxiii, 124. 

Gunshot fractures are very frequently com- 
plicated by suppurative arthritis and often this 
complication is not diagnosed. Chaput says that 

9 out of 10 fractures of the epiphysis involve the 

joint. If there is a fistula through which the pus 

is discharged the case may be afebrile, but the 
patient becomes cachectic from gradual absorption 
of septic material. Some patients die from an 
acute attack following the closing up of the external 
opening of the fistula, some become affected with 
severe erysipelas, and some die of septic embolism. 

When the fracture is of the diaphysis, diagnosis 
of a joint complication is more difficult. Some- 
times if the fracture is opened up and examined 
carefully a minute fissure leading to the joint will 
be discovered. A further test may be made by 
injecting sterilized methylene blue, 1:1000 into 
the joint until the synovial membrane is slightly 
distended; in a few seconds the blue color will 

appear at the fracture, showing that there is a 

communication with the joint. After a diagnosis 

has been made in one of these ways a considerable 

number of times, it will be found that whenever a 

juxta-articular fracture properly drained still 

causes fever, it is almost always complicated by 
joint infection. Sometimes even when there is no 
pus in the joint the bones will be found friable 
and the cartilages, ligaments, and synovial sac 
will have a violet color, showing infection. 

A. Goss. 


Axhausen: Treatment of Gunshot Injuries of the 
Extremities (Zur Versorgung der Schussverlet- 
zungen der Extremitiiten). Deutsche med. Wchnschr., 
1915, xli, 640. 

Conservative treatment of injuries of the ex- 
tremities is recommended in the textbooks on military 
surgery. Axhausen practiced this during the first 
few months of the war and was appalled at the num- 
ber of infections resulting. He thinks this is due to 
the fact that the wounds in this war are of a dif- 
ferent character from those of previous wars. 
There is much more crushing and mangling of the 
tissues, owing to the conditions in the trenches and 
the high percentage of wounds from artillery fire. 

For the past few months the author has adopted 
an entirely different treatment. The cases with 
much destruction of tissue are taken in hand at once. 
The crushed skin and tissues are removed, till there 
is a clean bleeding surface over the whole wound; 
all foreign bodies, including fragments of shattered 
bone are removed; fractured ends of bone are 
brought together and sutured with silver wire. 
Muscles and nerves are sutured after proper fresh- 
ening and the ends of the nerves are embedded in 
muscle tissue. The wound is tamponed, drainage 
and counterdrainage established, the skin wound 
sutured, and the limb immobilized. 

He believes that it is not necessary to observe 
the strict asepsis demanded in civil practice. He 
sterilizes his instruments at the beginning of his day’s 
work and then uses them on different cases without 
further sterilization. He also sterilizes his hands 
thoroughly once and then washes them only between 
cases. It is only necessary to help the natural 
forces of the body by coarse mechanical measures. 
The time saved by omitting the finer details of 
asepsis enables him to care for many more cases. 

He has not had a single case of tetanus or gas 
phlegmon following this treatment. In all cases 
the temperature soon fell and the tampons and 
drains could be removed on the eighth to the 
twelfth day. 

He describes a typical case — that of an officer 
who had a destructive wound of the right elbow, 
involving the ulnar nerve. He treated it in Novem- 
ber and by January the functional use of the nerve 
was restored without a sign of paralysis or con- 
tracture. In injuries with much destruction of 
tissue, this method of treatment is much superior 
to the older conservative method. A. Goss. 


Ritschl: Twelve Commandments for Prevention of 
Deformities in the Wounded. Deutsche med. 
Wehnschr., 1915, Jan. 28. 


The author has formulated a set of twelve rules or 
“commandments” which are being posted in the 
German field hospitals and circulated broadcast 
throughout the country. They contain the follow- 
ing instructions as to the prevention of residual de- 
formities: 

1. Rest in general is detrimental to the function 
of joints and muscles. 
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2. Importance of medico-mechanical after-treat- 
ment. 

3. Restrict rest to the minimum of time and 
even then change the position of joints frequently. 

4. Massage and electricity. 

5. Special care of deltoid and quadriceps femoris 
muscles. 

6. Suggestion for the best position for each in- 
dividual joint. 

7. Do not allow the hand to drop when the arm 
rests in a sling. 

8. Preserve mobility of fingers by active motion. 

9. Respiratory exercises. 

10. For interstitial haematoma, elevation, heat, 
and massage. 

11. Insist on consultation. 

12. Pay special attention to the mechanics of 
the after-treatment. A. STEINDLER. 


Noehte: Operative Treatment of Cord Injuries 
i. the Field. Deutsche med. Wchnschr., 1915, 
an. I. 


The author reports 20 cases of injuries to the 
spinal cord, 9 of which were operative cases. Of 
the 11 cases not operated, 9 died from complica- 
tions. Of the 9 operated-cases, 2 improved after 

ration, 1 improved after the opening of an 
abscess, and 1 case showed improvement with the 
exception of motor symptoms. Three cases were 
not improved, 1 died of meningitis, and 1 died of 
respiratory paralysis. The author recommends 
early operation of spinal cord injuries. The 
third day should decide for or against laminectomy. 

A. STEINDLER. 


Nonne, M.: War Injuries of Peripheral Nerves 
(Uber Kriegsverletzungen der peripheren Nerven). 
Med. Klin., Berl., 1915, xi, 501. 


The number of injuries to nerves is so great in 
the present war that, after they have been collected 
and compared, the knowledge of diagnosis and treat- 
ment in such cases will be greater than ever before. 
Not only are the numbers greater but the-soldiers 
can be kept under observation and after-treatment 
administered better than in hospitals in time of 
peace. Nonne has found that the nerve is com- 
pletely severed much more frequently than is usually 
supposed. Sometimes the severed ends are sep- 
arated by as much as 4, 5,or6cm. Often the gap 
is filled in with cicatricial tissue or callus. 

In cases where it is evident that the nerve is 
completely severed operation should be performed 
early. If the nerve injury is complicated by fracture 
or other wounds operation should be delayed till 
these are healed. But in the majority of cases it is 
impossible to determine by neurological examination 
whether the nerve is severed; the reaction of de- 
generation and disturbances of sensation and motility 
may be as great in cases of severe contusion or 
concussion. In such cases there should be a delay 
of six or eight weeks to see if function improves 
without operation; if not, operate. 


The nature of the operation will depend on the 
condition of the nerve. Neurolysis is sufficient 
if the nerve is only strangulated or embedded in 
cicatricial tissue. If it is severed the ends should 
be freshened and sutured. If the ends are too far 
separated to be rejoined a piece of nerve may be 
graftedin. In taking hold of the nerves with forceps 
only the sensory fibers should be seized; an accurate 
knowledge of the topography of the cross section 
of the different nerves is necessary. Sometimes 
muscles react normally to the galvanic current and 
show the reaction of degeneration with the galvanic, 
and vice versa. Sometimes part of the muscles 
innervated by the nerve show the reaction of de- 
generation while others react normally; it is nec- 
essary to examine all the muscles carefully. 

Attention is called to the frequency with which 
organic lesions are simulated by hysteria, and the 
author reports a number of cases in which he cured 
the paralysis following an injury by suggestion. He 
suspected hysteria because the tendon reflexes were 
normal. It may be necessary to anesthetize the 
patient to eliminate the hysterical element. After- 
treatment in the form of electricity, massage, ex- 
ercise, hot air, and hot water is of great importance 
in nerve injuries. A. Goss. 


Cassirer, R.: Operative Treatment of Injuries of 
the Peripheral Nerves in War (Die operative 
Behandlung der Kriegsverletzungen der _per- 
ipherischen Nerven). Deutsche med. Wcehnschr., 
1915, xli, 520. 


Cassirer gives histories of 3 cases. The first was 
paralysis of the radial from a fragment of a shell. 
Operation was performed two weeks after the 


_ injury; the nerve, which had been severed, was 


sutured. Three and one-half months after operation 
there were signs of returning motility, which slowly 
but steadily progressed. The second had paralysis 
of the deep branch of the radial. Four weeks later, 
the nerve, which was completely severed, was. 
sutured; eight weeks after the operation there was 
movement in the paralyzed region which increased 
rapidly in strength and extent. The third case 
was a fracture of the humerus with injury of the 
radial, followed immediately by paralysis. Opera- 
tion was performed three months later, consisting 
of neurolysis and extirpation of a piece of bone from 
the nerve. After six weeks improvement began. 

The author has seen about 240 cases of nerve 
injury, in 60 of which operation was indicated. In 
over 25 per cent of these the nerve was completely 
severed. In the other 180, neurological examination 
showed that operation was not indicated; there 
was no reaction of degeneration and motor and 
sensory functions were preserved. Expectant 
treatment is generally advocated in nerve injuries, 
but .Cassirer thinks that in all cases where neuro- 
logical examination indicates operation it should 
be performed promptly as soon as the wound is 
healed. He thinks the advantages of early opera- 
tion far outweigh its dangers. A. Goss. 
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Gelinsky, E.: Prevention and Treatment of Infec- 
tion in Wounds (Betrachtungen iiber die Wirkung 
unserer Verbandmittel in ihrer Beziehung zur 
Infektionsbekimpfung). Berl. klin. Wehnschr., 
1915, lii, 72. 

The danger from primary infection in wounds is 
slight; most of the trouble comes from secondary 
infection. Therefore the first principle to be ob- 
served is asepsis to prevent secondary infection. 
The earlier the first-aid dressing is applied the greater 
is its effectiveness. We may regard as a part of 
this asepsis the removal of visible foreign bodies 
that might carry infection, and the excision of parts 
that are so badly injured that they are useless and 
increase the danger of infection. 

The second principle to be observed is rest; rest 
in bed for the patient and rest for the wounded 
part by means of splints, not only for fractures but 
for injuries of the soft parts. 

Third, the further development of infection may 
be arrested by antiseptic powders or fluids, though 
dry dressing is now generally preferred to moist. 
One of the best disinfecting powders is ordinary 
sugar. A 30 to 4o per cent mixture of alcohol and 
balsam of Peru is a powerful disinfectant. All disin- 
fectants have the greatest value if they are applied 
during or shortly after the incubation period. 

The fourth requirement is to provide the best 
possible conditions for the discharge of wound fluid 
by incision and drainage. Wounds should never 
be covered with any impermeable material. 

The fifth is to induce local hyperemia by every 
means possible. The quicker and more actively 
all these measures are applied, the more rapidly and 
with the less danger will the body overcome the 
infection. A. Goss. 


Kiimmell: Wound Infection, Especially Tetanus 
and Gas Phlegmon (Wundinfektion, insbesondere 
Wundstarrkrampf und Gasbrand). Beitr. z. klin. 
Chir., 1915, xcvi, 421. 

Kiimmell reviewed this question at a meeting of 
the Military Surgeons of Germany recently held in 
Brussels. He has collected statistics from various 
hospitals along the western battle front and finds 
that in 351 cases of tetanus the mortality was 70 
percent. Madelung’s statistics also give a mortality 
of 70 per cent. In the home hospitals at Hamburg 
the mortality was only 49 per cent. This, he 
thinks is due to the fact that the cases observed there 
were the ones with a Jong incubation period, while the 
cases observed at the front were those in which the 
attacks came on soon after the wound. The prog- 
nosis, therefore is much better in the cases with a 
long incubation period. 

Treatment is divided into (1) prophylaxis, (2) 
attempted treatment of the tetanus after it has 
begun, and (3) relief of symptoms. 

Prophylaxis by treating the wounds is not very 
hopeful, because infection begins practically im- 
mediately after the wound is made; but it is worth 
while to remove fragments of shell and shrapnel 
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as far as possible, and wash the wounds with hy- 
drogen peroxide, tincture of iodine, etc. Veter- 
inary surgeons have found that tetanus can almost 
always be prevented in horses by treating wounds 
immediately with tincture of iodine. The best 
prophylactic measure is the administration of 
antitetanus serum. Of the 16 surgeons who took 
part in the discussion after the reading of the paper 
all were agreed on this except MENZER, who says 
that antitoxin does no good and sometimes makes 
the course of the disease more acute and severe. 

The antitoxin is not very effective in checking the 
disease after it has commenced. The results seem 
to be better when it is given in combination with 
salvarsan. Rothfuchs has reported good results 
from the use of salvarsan and he also reports ex- 
perimental work showing that when animals were 
injected with lethal doses of tetanus and one was 
given salvarsan it lived 24 hours longer than the 
other which was not given salvarsan. The con- 
vulsions should be treated with morphine and sco- 
polamine, and with prolonged or continuous baths. 
Subcutaneous injections of 25 per cent magnesium 
sulphate solution are also helpful. 

Gas phlegmon seems to be less fatal in war than 
in peace. The mortality in peace is 80 to 85 per 
cent, and Kiimmel has found that it is only 32 per 
cent in the present war. The treatment must be 
energetic and radical. If gangrene has begun the 
limb must be immediately amputated in sound 
tissue. If gangrene has not set in free and extensive 
incisions are sufficient. The wounds should be 
irrigated with hydrogen peroxide and painted with 
tincture of iodine, or compresses wet with the 
iodine are placed in them. A number of the men 
who joined in the discussion recommended the use 
of balsam of Peru in these cases. 

Kiimmell discusses the question of whether these 
two severe forms of infection can be prevented by 
the immediate free opening up of all wounds and 
removal of all foreign bodies; he concludes that they 
cannot and that such radical action does more harm 
than good. He advises removing fragments of 
shells or shrapnel that are accessible without in- 
cision, but leaving bullets in the depths of the wound 
where they are, and only incising if fever sets in. 
Of 62 such cases 18 recovered aseptically; the course 
might have been made worse by early interference. 
The views of the surgeons who participated in the 
discussion differed on this question, some advising 
early incision of all wounds. A. Goss. 


Schmid, H. H.: Treatment of Gas Phlegmon (Zur 
Behandlung der Gasphlegmone). Wien. klin. 
Wehnschr., 1915, xxviii, 556. 


Schmid has treated 28 cases of gas phlegmon and 
concludes from his experience that in cases of gas 
phlegmon with gangrene, amputation should be 
performed at once. Amputation should also be 
performed in cases of deep gas phlegmon with frac- 
ture. In superficial gas phlegmon with fracture, deep 
incisions and excision of the diseased part of the 
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skin and subcutaneous tissue is sufficient. In deep 
or superficial gas phlegmon without gangrene or 
fracture, incision and radical excision of affected 
parts is indicated. A. Goss. 


Morestin, H.: Use of Formalin in Very Septic 
Wounds and in Gaseous Gangrene (De |’emploi 
du formol dans le traitement des plaies trés septiques 
et des gangrénes gazeuses). Bull. et. mém. Soc. de 
chir. de Par., 1915, xli, 740. 


Morestin uses a mixture of equal parts of glycerine, 
alcohol, and formalin to disinfect suppurating wounds 
and gaseous gangrene. A number of striking cases 
of its successful use are reported. The glycerine 
is important because it prevents the too rapid 
diffusion of the formalin in the tissues, and also 
prevents the emission of strong formalin vapor, 
which irritates the eyes and mucous membranes. 
The preparation has the disadvantage of being 
painful, and it should not be used in too great 
quantities or in too concentrated a solution; like- 
wise it should not be used very close to large vessels 
as there is a possibility of its causing necrosis of 
the tissues if applied too long. Morestin also uses 
the preparation as a disinfectant preliminary to 
amputation. A. Goss. 


Sibley, W. K.: The Treatment of Bullet and Other 
Wounds by Ionization. Urol. & Cutan. Rev., 
IQI5, 137. 

The conclusions reached by the author are as 
follows: An antiseptic as applied in ordinary 
surgical dressings can only affect the parts of the 
wounds with which it is actually in direct contact, 
and in all deep-seated conditions this can only be 
at irregular areas. In all the other parts of the 
wound the septic organisms are actively multiplying 
all the time. The amount of penetration of an 
antiseptic which takes place in a suppurating 
wound can be only very slight and must be very 
irregularly distributed. Other things being equal, 
by the process of ionization, absorption as dis- 
tinguished from penetration must take place through- 
out the whole surface area in contact with the solu- 
tion, and the action of the drug must be regularly 
and evenly distributed over the whole region under 
the influence of the electric current. J. H. Skies. 


Dudgeon, L. S., Gardner, A. D., and Bawtree, F.: 
The Bacterial Flora of Wounds Produced Dur- 
ing the Present War. Lancet, Lond., 1915, 
clxxxvili, 1222. 


From hundreds of cases of superficial and deep 
wounds in the present war caused by shell, shrapnel, 
and bullets, the authors have determined that the 
bacterial flora of war wounds bear a close resem- 
blance to those of infected tissues found in wounds 
in large civil hospitals. The bacteriology of severe 


injuries of soft parts caused by shrapnel is very simi- 
lar to injuries in civil life infected with horse-feces. 

In severe traumatism of the class referred to, 
the infection usually results from bacillus aéro- 
genes capsulatus, streptococci, and coliform bacilli. 
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If death occurs from rapid infection it is due to the 
gas gangrene bacillus. The mere presence of the 
bacillus aérogenes capsulatus in a wound is not 
considered so important as its presence in tissues 
which are “under considerable increase of tension.” 
The anaérobic family, and among these the bacillus 
tetani and bacillus aérogenes capsulatus, are the 
most important members found in comparatively 
trivial and slight wounds as well as those of severe 
wounds of bone and soft parts. 

Every wound but one was infected with aérobic 
bacteria in association with anaérobes. The 
exceptional case was a shrapnel wound of the 
knee-joint. In this case a pure culture of bacillus 
aérogenes capsulatus was obtained from the pus 
in the joint, and it was apparently behaving as a 
simple pyogenic bacterium. There were no clinical 
manifestations of gas bacillus gangrene, but a 
guinea pig inoculated with a culture of the organism 
died in 24 hours from rapidly spreading gangrene. 

Of patients in whose wounds the bacilli tetani 
were found, nine had been treated with prophylactic 
doses of tetanus antitoxin, all of whom remained 
free from tetanus. One of the other two who had 
not received the prophylactic dose developed the 
disease. 

The authors found that bacilli tetani may sur- 
vive as long as two months in a wound without 
clinical manifestations and they may be present in 
wounds of all degrees of severity, without the 
presence of tetanus. 

Deep wounds with considerable damage to soft 
parts, or bone with profuse and offensive discharge, 
are most liable to harbor bacillus aérogenes capsu- 
latus. They may be present in such wounds or 
wounds trivial in character without manifestations 
of gas gangrene. The authors suggest that it is 
probably necessary that certain conditions must be 
present for the bacillus of Welch to give rise to 
gas gangrene. The bacillus aérogenes capsulatus _ 
has been known to survive four weeks. 

The necessity for thorough sterilization of all 
instruments used in the redressing of wounds is 
very much emphasized by the persistent presence 
in wounds of these virulent and resistant spore- 
bearing organisms. Lours A. LAGARDE. 


Milligan, E. T. C.: The Early Treatment of Pro- 
ectile Wounds by Excision of the Damaged 
issues. Brit. M.J., 1915, 1, 1081. 


Milligan’s paper would lead one to believe that 
the method had been universally satisfactory in 
wounds of the skin and superficial fascia, healing 
without pus occurring. He says that in many 
wounds of the muscle and bone the same gratifying 
results were obtained. 

The method consists in the extirpation of the 
devitalized tissues, an anesthetic being given where 
indicated: local anesthesia by novocaine and 
adrenalin 2.5 per cent; short anesthesia by the 
open ethyl chloride method; long anesthesia by 
ether or chloroform. 
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The wound of the skin is boldly cut out with a 
sharp scalpel. It should be so completely removed 
that a clean healthy incised wound replaces the 
contused and infected wound made by the projectile. 

The wound of the superficial and deep fascia should 
be treated in the same way, also the wound of 
the muscle. The latter, however, presents more 
difficulties because of the retraction of severed 
fibers, and because of the distance of the depths of 
the wound from the surface of the body. The 
latter can be overcome by making larger incisions. 

Removal of loose and fixed bits of obvious foreign 
and dead matter is, of course, essential. Ample 
exposure and drainage of the wound is necessary, 
and those wounds which are too extensive after the 
above treatment to retain a drainage tube do better 
than those in which a tube is necessary on account 
of their depth and narrowness. By this procedure 
the wound is put in the best possible condition for 
the bactericidal action of the tissues and the out- 
poured lymph. It is important to note that it is 
not wise to impair the resisting and offensive powers 
of the artificially obtained healthy tissue surfaces 
by the use of strong or injurious antiseptics. 

M. S. HENDERSON. 


Israel, W.: Treatment of Injuries by Shells (Zur 
Behandlung der Granatverletzungen). Berl. klin. 
Wehnschr., 1915, lii, 570. 


All military surgeons have been impressed with 
the fact that injuries from infantry bullets are to be 
regarded as aseptic, that no search need be made for 
the bullet, and the chief indication is to apply an 
antiseptic first dressing to avoid secondary infection. 
Unfortunately these same rules have been widely 
applied in treating wounds from artillery shells. 
But the latter are almost infected; so that primary 
infection must be combated from the first and the 
fragments of shells removed as quickly as possible. 
Wounds of this kind if not treated promptly are 
very apt to be followed by tetanus and gas phlegmon. 
The wound made by the shell should be opened up 
freely; if the whole tract of the shell fragments 
cannot be split open, because of the nearness of 
vessels or nerves, incisions and counterincisions 
should be made where possible and drainage applied. 
It is desirable that this should be done on the field, 
if possible, rather than to wait till the field hospital 
is reached. Moist dressings are preferred to dry 
ones in these cases. Moreover the dressings should 
be changed daily, in order that the first signs of 
developing gas phlegmon may be detected and the 
necessary incisions made. ‘This is in contrast, too, 
to the treatment for rifle bullet wounds, where the 
dressings are left undisturbed as long as possible. 

A. Goss. 


Jablons, B.: Pathology of War Surgery. J. Am. 
M. Ass., 1915, lxiv, 2045. 


The author reports some interesting observations 
from the American Ambulance, Paris. Of 1,400 
cases admitted 81 died, a 6 per cent mortality. 


In the 50 necropsies which were performed, 
death was caused either by a secondary hemorrhage 
from previous wounding of blood-vessels, which 
reopened after a few days as a result of the sloughing 
of tissue, or by infective wounds of the brain, spinal 
cord, chest, or abdomen. Under the latter head, 
injuries to the head and spinal column represented 
almost 30 per cent of the fatal cases. Tetanus was 
the cause of death in only two cases. The universal 
administration of antitetanic serum has conclusively 
proved its value. There were 7 fatal cases of gas- 
eous gangrene infection. Bacteriological deter- 
minations proved conclusively that the bacillus 
perfringens was the causal factor in the production 
of gas gangrene. In 8 undeniable clinical cases of 
gaseous gangrene, 7 showed the perfringens, in one 
other instance the bacillus putrificus was associated 
with the streptococcus. 

Pathologically, in gangrene, the lesions have been 
almost uniform. A punctured wound of the skin, 
associated in every case with injury to a large blood- 
vessel, and in most cases with a fracture of the bone 
seems to have been the sine qua non. Following 
this from one to four days there appeared areas of 
superficial gangrene with extensive destruction 
and necrosis of the tissues immediately adjacent to 
the wound; marked cloudy swelling of the muscles 
above and below the wound; extensive oedematous 
infiltration interspersed with gas bubbles varying 
in size and, externally, a characteristic discoloration 
of the skin with a pungent foetid odor. Vesicles 
varying in size from that of a pea to almost as 
large as the flat of the hand, were present and filled 
with a sanious fluid. Occasionally this fluid was 
found to be straw-colored. These blebs were 
examined bacteriologically and in a few instances 
they showed the presence of the characteristic 
bacillus. In some cases the characteristic changes 
in the tissues remained localized to the affected 
limb, the opposite limb or even the opposite part 
of the body showed none of these. _—_C. G. Hevyp. 


Ranzi, E.: Primary Suture of Gunshot Wounds 
(Zur Frage der primiren Okklusion der Schuss- 
wunde durch Naht). Wien. klin. Wehnschr., 1915, 
XXvili, 555. 

In the preceding number of this Wochenschrift 
Barany recommended suturing wounds at once, 
and in support of the idea cited the fact that he 
had treated 12 cases of brain injury in this way with 
9 recoveries. Ranzi protests against this method of 
treatment, holding that one of the most important 
points in the treatment of wounds is to keep them 
open to allow free discharge of wound secretions. 
He contends that B4r4ny’s supposition that all 
infection is secondary and that suture prevents it 
from occurring is not true, and that his good results 
were probably due to the fact that he got his cases 
within a few hours after they were wounded and was 
able to treat them in a good hospital. If the 
method were applied generally under the conditions 
that have to be met with in war the results would 
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be disastrous. Ranzi cites historical instances of 
the method’s trial, but it has always been given up. 
A. Goss. 


Delbet, P.: Treatment of War Wounds (Etude sur 
la thérapeutique des plaies de guerre). Bull. Acad. 
de méd., Par., 1915, |xxiii, 678. 

Delbet discusses the effects of various disin- 
fectants in the treatment of wounds. He studied 
these effects by means of what he calls pyoculture, 
which he has already described in a former paper. 
Pyoculture is the cultivation of the bacteria in the 
pus itself. Positive pyoculture means that the 
growth of the bacteria is more abundant in the pus 
than in bouillon. This indicates a very ‘serious 
prognosis and demands free opening of the wound. 

Pyoculture in which there is absence of growth 
in the pus and growth in the bouillon shows that 
there is a struggle between the forces of the body 
and the bacteria and that treatment is needed. 
Negative pyoculture, that is bacteriolysis of the 
bacteria in the pus, shows that the protective forces 
are the stronger and that no intervention is needed. 
Studied in this way he finds that iodoform does not 
have any effect on the microbic flora of a wound; 
it is useless. Irrigations with ether do not change 
the bacteria, and irrigations with 1:1000 nitrate of 
silver even increase the number and vitality of the 
bacteria. Lactose deodorizes a wound, but does 
not kill the bacteria. Hydrogen peroxide does not 
prevent the development even of anaérobic bacteria; 
in many cases it is a positive detriment to the pa- 
tient. In fact all these disinfectants seem to have 
more disadvantages than advantages; they injure 
the cells and thus do more harm than good. 

He thinks that antisepsis should be replaced by 
asepsis, not only on normal tissues but also in in- 
fected wounds. The most important thing is to 
respect the natural defenses, no matter how much 
they may be weakened. Only solutions should be 
used that have the same molecular concentration 
as the blood serum, and that do not have any chem- 
ical action on the cells. Exposure to light and air 
is one of the most powerful means of disinfecting 
wounds. Under this treatment he has often seen a 
positive pyoculture become negative in 48 hours. 

A. Goss. 


Cheyne, W. W.: An Address on the Treatment of 
Wounds in War. Lancet, Lond., 1914, Nov. 21. 

Ibid.: Hunterian Oration on the Treatment of 
Wounds in War. Lancet, Lond., 1915, clxxxviii, 
419. 

Cheyne, W.W., Bassett-Smith, P.W., and Edmunds, 
A.: Preliminary Report of a Committee Ap- 
pointed by the Director-General of the Medical 
Department of the Navy, in December 1914, 
to Inquire into the Best Method of Treating 
Wounds Sustained in Action, Especially Dur- 
ing the Early Period After Their Infliction. 
J. Roy. Naval M. Service, 1915, April. 


The three articles with the above titles cover 
practically the same subject, in fact much of the 


material in the first two by Sir. W. Watson Cheyne 
was later reported in full in the third article by the 
committee mentioned. It has therefore seemed 
advisable to combine the three articles in one 
abstract. 

The startling fact in connection with wounds 
in the present war is that the large majority of the 
wounds are septic, some of them very badly so. 
Sir. W. Watson Cheyne makes the statement: ‘‘ All 
the wounds which I have come across have been 
septic.” There are several reasons for the larger 
number of septic wounds in war than in civilian 
life. The most important factor is the length of 
time which elapses after the wound is sustained 
until proper treatment is instituted. In former 
wars it was usually possible to remove the wounded 
from the battlefield soon after they were wounded; 
many times they were removed during action. 
With the modern guns sweeping the field of battle 
it is usually impossible to reach the wounded during 
action, and this often means a delay of 48 hours 
or more before the wounded can be transported to a 
field hospital. As a second factor the distance 
the man must be taken adds greatly to the shock and 
hence makes him more subject to infection. Fur- 
ther, the wounds are often very extensive, lacerated, 
and deep, and organisms are thus carried deep into 
the tissues and in many directions. 

In order to prevent infection in wounds it is 
apparent that one of two conditions must be ac- 
complished: (1) the wounded must be given careful 
expert care within a comparatively short time after 
the infliction of the wound, or (2) some substance 
must be applied to the wound to either kill the 
bacteria or inhibit their growth until the wound 


can be properly cared for. For many reasons 


the first condition cannot, at present, be estab- 
lished for all cases. So the attempt has been made 
to discover some means of keeping the wound 

* a comparative state of asepsis for two to three | 
ays. 

What should be the treatment of wounds which 
reach the surgeon within a comparatively short 
time, say within 24 hours? Many men believe 
that a wound should be considered comparatively 
aseptic and only the gross dirt removed without 
the application of any antiseptic except perhaps in 
the superficial tissues. The application of anti- 
septics to the deeper portions of the wound is 
supposed by many to do more harm than good: 
first, by carrying in more infection from the exte- 
rior and, secondly, by so lowering the resistance 
of the tissues that they are more easily attacked 
by the organisms already present. This method of 
treatment is bitterly opposed by Cheyne who be- 
lieves that there should be a revival of the methods 
which Lister advocated. Cheyne believes that the 
best treatment of wounds in the early stages is 
the trimming away of all ragged tissues so that all 
the recesses may be reached and the application of 
95 per cent carbolic acid to all parts of the wound. 

It is apparent that when a longer time than 24 
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hours has elapsed that suppuration has become well 
established and that this strenuous treatment might 
greatly harm the patient by disturbing the wall 
of leucocytes around the wound and even spreading 
the infection beyond the bounds already established. 
Sir Cheyne does not recommend the use of this 
disinfection method in these wounds received at a 
late time, but advocates the expectant treatment of 
establishing drainage and frequent change of dress- 
ings. 

Since many of the wounds must, with the present 
conditions, be unattended except in a very super- 
ficial manner for a long interval, the committee of 
which Sir Cheyne is chairman has attempted to 
find some substance which can be used in the 
wound to kill the bacteria present or inhibit their 
growth until the wound can be thoroughly treated. 

In working out the problem several points had 
to be considered. The substance must be able to 
diffuse through blood-clot and tissues to reach the 
organisms lying deep in the wound. It must not 
expend all of its antiseptic effect at once but must 
slowly give out its inhibitory action for two to 
three days. It must not escape from the wound. 
It must not be toxic to the patient in the amount 
necessary to produce the desired effect. 

The following were the chief substances tested: 
carbolic acid tricresol (0. m. p. cresol, as Martindale 
labels it), other cresol compounds such as izal, 
cyllin, hycol, and lysol, liquor cresolis saponatus, 
bichloride of mercury, iodine, salicylic acid, salicylic 
and boric acids together, the double cyanide of 
mercury and zinc, paraform turpentine, various es- 
sential oils, especially oil of origanum, oil of cinna- 
mon and oil of eucalyptus, alcohol, various col- 
loidal substances (mercury, silver, gold, selenium), 
balsam of Peru, friar’s balsam, and Dr. Menciére’s 
embalming fluid. 

It was found that a preparation of the substance 
in the form of a paste was the form most suitable. 
The paste base used to best advantage was: lanolin 
6 parts, white wax, 1 part. A paste not only retains 
its chemical effect a longer time than other forms of 
medicaments but also is easily kept in the wound. 

Experiments were carried out with blood-clot, 
agar, and meat. It was found, however, that the 
properties of agar were very similar to those of the 
other two substances and since it was much easier to 
obtain it was used in most of the experiments. 

The technique of the experiment was as follows: 
A definite amount of the paste under question, 
usually 1 gram, was smoothly spread on an ordinary 
cover slip which was then placed in the bottom of 
a Petri dish with the paste uppermost. A slab 
of agar the size of the dish and of definite thickness, 
one-quarter inch, is then placed over the cover 
slip. An emulsion of bacteria, usually staphylo- 
coccus pyogenes aureus, is then brushed over the 
upper surface of the agar and the whole incubated 
at body temperature. The plate is then observed 
at regular intervals and cultures made from the 
surface. 


It was found that certain of the substances were 
able either to kill or to prevent the growth of 
bacteria for two to three days over a portion of 
the agar. The portion immediately above the 
cover slip would remain clear while the surrounding 
portion would show colonies of staphylococci. In 
the intermediate zone the colonies would be fewer 
and smaller than at the circumference. Cultures 
from the center immediately over the cover slip, 
were in many instances negative and attempts to 
reinoculate the clear zone over the coverslip in the 
case of two or three of the substances were futile 
even after an interval of 21 days. 

It is apparent from the experiments carried out 
that certain of the substances under investigation 
were able to either kill the bacteria or so inhibit 
their growth that they would not appear as colonies 
even under the low power objective. This action 
was exerted through an intervening layer of agar 
one-quarter inch in thickness, and in several in- 
stances extended a considerable distance beyond the 
border of the coverslip. 

Although agar was used in the routine experi- 
ments, the results were checked up by observations, 
using blood-clot and animal tissue in place of the 
agar. Other organisms beside the staphylococcus 
were used, together with a spore-bearing bacillus. 

Experiments were carried out on guinea pigs to 
imitate as closely as possible wounds in war. Many 
of these were intentionally contaminated with 
bacillus tetani and bacillus aérogenes capsulatus. 
While control animals invariably showed marked 
suppuration and many died, many of the animals 
treated with antiseptics showed no suppuration. 

Of the substances tested the ones that seem to 
have the most useful effect were boric and salicylic 
acids together, cresol, and carbolic acid. The mix- 
ture of boric and salicylic acids in equal parts, 
called borsal, is very efficacious, especially when 
combined with cresol or carbolic acid in a lanolin 
base. Borsal seems to act best in the form of a 
powder but this is very apt to be carried out of 
the wound by the blood and its action lost. It is 
therefore recommended to reinforce its action by the 
additional application of 20 per cent cresol paste. 

The committee recommends the following treat- 
ment of wounds: after the bleeding has been stopped 
the entire surface should be powdered thickly with 
borsal (equal parts of boric and salicylic acids). 
Twenty per cent cresol paste (in lanolin and wax 
base) should then be introduced by means of a 
paint tube into the wound in all directions, leaving 
a small portion of the paste scattered over the 
whole area of the wound not more than one inch 
apart. Some of the paste should also be smeared 
over the skin around the wound and after a final 
dusting with borsal the emergency dressing applied. 

When the patient arrives at the advanced dress- 
ing station, the treatment depends on circum- 
stances: 

1. If a large number of wounded have to be 
attended to, patients who have been treated in the 
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above manner can wait, unless a good many hours 
have elapsed since the injury. 

2. If it is a large or complicated wound, e.g., 
a compound fracture, it will be well in the first 
place to clean and disinfect the skin, preferably with 
I in 20 carbolic lotion, then wash out the wound 
with peroxide of hydrogen and 1 in 20 carbolic 
lotion, remove pieces of clothing or accessible pieces 
of shell, clip away any badly soiled tags of tissue and 
arrest the bleeding. The wound being dried and 
held open it can then be powdered with borsal and 
some cresol paste left in various parts of the wound. 
If it is widely open it may be well to put in a few 
interrupted sutures to bring the edges somewhat 
together and prevent the escape of the antiseptic, 
and finally apply antiseptic dressings. 

3. If it is not a large wound, if the clot seems 
solid and it has been well powdered and plenty of 
paste introduced into it in the first instance, it is 
quite possible that sepsis may not occur and if that 
seems likely all that need be done would be to 
squeeze a little fresh paste and dust some borsal 
powder over the surface and the skin around and 
apply a fresh antiseptic dressing. These wounds 
will probably not require further treatment until 
they arrive at the base hospital. 

Should the wound be free from sepsis or inflam- 
mation on arrival at the base hospital it should not 
be opened up or syringed or otherwise interfered 
with. Some fresh paste, diluted if necessary, may 
be applied over the surface and the skin and a 
fresh antiseptic dressing put on. 

If, on the other hand, there are signs of sepsis 
the wound must be opened and drained, and other- 
wise treated according to the experience of the 
surgeon. J. H. SKILEs. 


Derby, R.: Care and Treatment of the Wounded 
in the European War. Boston M. & S. J., 1915, 
clxxii, No. 19. 

The author relates in a very interesting way his 
experiences in the Lycée Pasteur, an outgrowth of 
the American Hospital which was organized for the 
treatment of wounded by American residents in 
Paris. The building which was nearing completion 
and originally intended as a large public school 
building was readily converted into a modern hos- 
pital of 100 beds. The wards were taken over by 
Doctors Du Bouchet and Blake of the American 
Hospital. The cuisine was administered by the 
manager of a large Paris hotel and his wife. 

The first patients to be admitted were from the 
battle of the Marne, early in September. They 
were brought in from Meaux by automobiles, since 
military necessity had impressed all railroad traffic 
to carry reinforcements, ammunition, and supplies 
from other bases in the south of France to which the 
wounded were carried on their return from the front. 
Much suffering to the thousands of wounded might 


have been avoided if the injured could have been 
brought to Paris at once, when it was so near 
and had such extensive hospital facilities. Naturally 
it was in the interest of the state to sacrifice 
something and of the four subjects for consideration 
— reinforcements, ammunition, supplies, and the 
care of the wounded — the fortunes of war, in the 
interest of the state, too often discriminate against 
the latter. 

In his service of 100 beds Derby had 82 cases of 
shrapnel wounds, 20 cases of rifle bullet wounds, and 
1 bayonet wound. Shrapnel wounds were in- 
variably infected. But 4 of the rifle bullet wounds 
were clean, while the infection in the remaining 16 
was milder than that found in the shrapnel wounds. 
The foreign material driven into the latter with the 
projectiles were blue and red shreds from French 
uniforms, and pieces of straw and wood. 

Among more than 100 wounds of different an- 
atomical parts and regions there were but 5 of the 
abdomen and 6 of the thorax. The suggestion is 
made that the majority of cases of wounds of the 
body do not reach the rear, but die soon after 
injury. 

There was one death out of 4 cases of gangrene 
from the welch bacillus, one of the cases recovering 
after amputation through the thigh. 

The treatment of the wounded, many of whom had 
not received attention for hours and days, consisted 
in taking all cases at once to the operating room, 
where the injured part was cleaned under ether 
anesthesia if necessary, with turpentine, soap and 
water, and bichloride. In infected cases the wounds 
in the skin were enlarged and all gross foreign mate- 


rial and unattached fragments of bone removed. 


The wound was next irrigated with peroxide of 
hydrogen. Suitable drainage was established and 
the parts were then put in splints when necessary 
and a sterile dressing applied. Daily dressings and 
irrigation constituted the subsequent treatment. 

The wounded were much exhausted when first 
brought from the front, but this soon passed away 
under proper care and nourishment. 

The transportation which consisted of only a 
few cars at first has grown until there are now up- 
wards of 70 cars in the employ of the hospital. The 
drivers are all English and American. They bring 
the wounded from the field dressing stations and 
field hospitals. Derby calls special attention to 
the reduction in mortality when the wounded are 
promptly evacuated to base hospitals. In Decem- 
ber the transportation facilities had so improved 
that the American Hospital was receiving wounded 
from the front who had been injured the day before 
and in some cases even on the same day. 

In compound fractures of the lower extremities 
it was frequently found necessary to amputate 
“with the idea of saving the individual many long 
years of chronic bone disease.”’ Louis A. LAGARDE. 
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Kennedy, B.: Education of the Public to the Early 
Recognition of Cancer of the Uterus. J. 
Indiana St. M. Ass., 1915, viii, 277. 


The success or failure of the movement lies in 
the manner of presenting this subject to the people. 
The cancer problem is really one of how to make 
medical truths obvious to the laity. What we wish 
to teach women is to make accurate self-observation 
and precise utterance of symptoms. They should 
be taught what every woman should know, viz., 
the function of normal menstruation, certainly of as 
much importance to woman as anything in the 
whole range of knowledge. 

Inasmuch as the early symptoms of cancer of 
the uterus have to do with vague and slight dis- 
turbances of the function of menstruation and with 
the occurrence of slight and irregular discharges, 
it is of the greatest importance that women should 
recognize the possible significance of these irregulari- 
ties. 

An educated medical profession is essential to 
the eradication of cancer and an educated and 
interested public is no less a necessity. 

Epwarp L. CorNnELL. 


Bergonié, J., and Spéder, E.: Treatment of In- 
operable Uterine Cancer by Combined Radium 
and Réntgen Therapy (Le traitement du cancer 
utérin inopérable par la réntgenthérapie et la 
radiumthérapie combinées). Arch. d’eléct. méd., 
exp. et clin., 1915, xxiii, 140. 


Radium rays act only to a depth of 3 to 3.5 cm. 
Rontgen rays, on the contrary, with the use of the 
present technique and filtration, can be made to 
act upon tissue at a much greater distance; moreover 
by the use of the cross-fire method and multiple 
fields, many bundles of rays may be brought to bear 
upon a focus of cancer tissue without exercising any 
harmful effect on the intervening healthy tissues. 
Bergonié and Spéder therefore recommend a com- 
bined treatment with the two kinds of rays, and give 
a description of their technique and the chemical 
and physiological effects produced by it. They 
first use 18 cg. radium bromide, utilizing only the 
ultra-penetrating rays, the total time of application 
being 100 to 150 hours; this is followed by réntgen 
deep therapy. They have treated 5 cases of in- 
operable or recurrent uterine cancer by this method, 
with marked improvement. Discharge was stopped 
and patients who were in such pain that they had to 
be kept under hypnotics are now free from pain; 
the general health of all the patients is much im- 
proved. The time is too short to say whether the 


improvement will be permanent, but the authors 
consider this combined therapy a decided advance 
in the treatment of cancer. A. Goss. 


Pozzi, S., and Rouhier, G.: Vaginal Hysterectomy 
Supplemented by Radium Therapy for Cancer 
of the Uterus (De l’hystérectomie restreinte com- 
plétée par la radiumthérapie dans les cancers de 
Puteru) Rev. de gynéc. et de chir. abd., 1915, xxiii, 


Sas and Rouhier think that the extensive opera- 
tion for cancer of the uterus, as practiced by Wer- 
theim and others, has been carried too far. The 
immediate mortality is very high; even with the 
surgeons who have made a specialty of the operation 
and whose results are the best, the operative mor- 
tality is 15 or 16 per cent, and taking the average 
of the mortality statistics it is from 25 to 30 per 
cent. In spite of the fact that it is such an ex- 
tensive and serious operation, it is very often not 
complete. Practically all the glands of the pelvis 
receive lymphatics from the neck of the uterus; 
therefore a complete dissection of the pelvis would 
be necessary to be sure of reaching all infected glands; 
this is manifestly impossible. The operation itself 
opens up large cellular spaces through which the 
infection may spread. 

In view of the above facts the authors advocate 
a more conservative operation for cancer of the 
uterus, and they believe the best results can be ob- 
tained by vaginal hysterectomy followed by radium 
treatment. They do not advocate the use of radium 
alone, except in inoperable cases, neither do they 
advocate its use before operation, because the rays 
produce fibrous cicatricial tissue which makes the 
operation much more difficult; but used after ope- 
ration, so that all the force of the rays may be con- 
centrated on such microscopic remnants of tumor- 
cells as may be left after the removal of the mass of 
the tumor, they have found it very effective. They 
filter the rays so that only Dominici’s ultrapenetrat- 
ing rays are allowed to pass. 

They describe in detail the technique that they 
employ, giving a number of illustrations of the 
operation. They emphasize the importance of 
curettage and cauterization as a preliminary to the 
operation, and describe their method of inserting 
the radium tube in the drainage immediately after 
the operation. A. Goss. 


Warner, J. W.: Physiological and 
Changes in the Endometrium. JN. Y. M. J., 
IQ15, Cl, 1213. 

The author studied the clinical histories in con- 
junction with the histological findings in 127 cases 
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of uterine curettage for conditions other than 
malignancy. The specimens were obtained within 
the limits of 10 days before or after menstruation, 
the majority being much nearer the actual time. 
Twenty-five patients who were studied had been 
curetted in the resting stage. All were reported 
as having some form of endometritis. When the 
cases were studied with special attention to the 
menstrual chart it was necessary to revise some of 
the diagnoses. Eighty-five per cent showed the 
lesions of true inflammation. ‘Twelve per cent were 
not inflammatory —a sufficient number to show 
how the changes incident to menstruation may be 
confounded with those of inflammatory conditions. 
The cases curetted in the resting stage all showed the 
changes of true chronic endometritis. 

The author wishes to emphasize the contention 
that more attention to the menstrual variations 
will further the advance of knowledge in the re- 
lationship between the natural and morbid con- 
ditions in the endometrium. C. D. Haucn. 


Boldt, H. J.: Prolapsus of the Uterus. 
Obst., N. Y., 1915, Ixxi, 930. 


While relief may be afforded to a greater or less 
degree in cases of partial prolapsus with or without 
retroversion or retroflexion, by means of mechanical 
supporters, the author has never seen a case of 
well-marked descensus or prolapsus cured except by 
surgery. 

In discussing the etiology of prolapsus he calls 
attention to the fact that women who are kept in 
bed for ten days or more after confinement have a 
slower involution of the uterus and are more apt 
to have displacements than women who are allowed 
to get up early. 

The number of operations devised for the treat- 
ment of these cases is the strongest evidence that 
failures may follow any procedure, but the author 
believes that no surgical intervention has been de- 
vised which does not give some benefit, for a time 
at least. Before deciding on an operation the 
patient should be consulted as to whether future 
offspring is desired. 

For the young woman who wishes more children 
the author forms the ventral suspension by the round 
ligaments by the Gillian method combined with a 
plastic on the pelvic floor, but not with too much 
narrowing of the vaginal canal. He would amputate 
the cervix only in exceptional cases where it is un- 
usually long. The Alexander operation is entirely 
inadequate in descensus of the uterus. 

In cases of marked descensus, partial prolapsus, 
and complete prolapsus, in patients of whom no 
further offspring is expected, the author amputates 
the cervix and does the radical vaginal fixation 
after the Watkins-Schauta-Wertheim method. 

Finally, in cases of complete procidentia in old 
women or widows who do not expect to marry again 
he advises the complete extirpation of the uterus 
and vagina, and the building of a solid perineum. 
The operation is described in detail. C.H. Davis. 


Am. J. 


INTERNATIONAL ABSTRACT OF SURGERY 


Outland, J. H.: Indications for Vaginal Hyster- 
ectomy; Simplified Technique Used in 84 Cases, 
with One Death. Med. Herald, 1915, xxxiv, 206. 


The author considers that the following conditions 
indicate vaginal hysterectomy: early carcinoma of 
the cervix, submucous fibroids, small fibroids not 
too large to prevent delivery of the uterus, bleeding 
polyps, and a group of cases including such con- 
ditions as: (1) atheromatous conditions of the 
uterine blood-vessels causing continued hemor- 
rhage; (2) lacerations of the cervix highly suspicious 
of carcinoma; (3) hypertrophic endometritis giving 
the cardinal symptoms of carcinoma. 

The 84 cases operated on are classified as follows: 
21 bleeding submucous fibroids, 9 cancers of the 
cervix, 18 lacerations and erosions of the cervix, 10 
small uterine fibroids, 8 bleeding polypi, 8 endo- 
metritic uteri, and ro cases of essential haemorrhage 
of the uterus. One of the cases died. 

Outland advocates the method for the following 
reasons: the mortality is low, the operation is 
rapidly performed, there is no abdominal scar and 
no danger of post-operative hernia. 

The contra-indications are: a uterus too large to 
be delivered per vaginum, procidentia with cys- 
tocele, and a uterus fixed by adhesions. 

The principal steps in the operation are as fol- 
lows: The anterior and posterior lips of the cervix 
are caught by a tenaculum. The incision com- 
pletely circumscribes the cervix. The tissues are 
dissected from the cervix by means of a layer of 
gauze placed over the operator’s fingers. The 
uterus is drawn out anteriorly by two claw retrac- 
tors. The posterior cul-de-sac is entered with the 
finger. Two clamps are placed on the right broad 
ligament which can then be cut. Similar clamps 
are placed on the left broad ligament. Suturing 
is done with double No. 2, ten-day chromic catgut, 
two sutures being used on each side, the ends being 
left long and secured with forceps which are removed 
and the sutures cut short after 24 hours. 

C. D. Hauca. 


Darnall, W.E.: Practical Observations Drawn from 
161 Cases of Hysterectomy. Am. J. Med. Sc., 
1915, cxlix, 877. 

Ligatures applied to the six main trunks of the 
uterine circulation adequately control all bleeding 
during hysterectomy. The operation is much 
facilitated if the appendages on both sides are 
thoroughly freed of adhesions and brought up into 
the field before the broad ligaments are divided. 

From 60 to 80 per cent of fibromyomata undergo 
some form of degeneration sooner or later and are 
more or less associated with cardiovascular disease. 
Darnall is therefore inclined to remove all palpable 
growths of any size, particularly if productive of 
symptoms. 

The mortality of hysterectomy for uncomplicated 
fibromyomata is not over 2 per cent. The largest 
tumors are usually the easiest to remove. A more 


difficult variety to remove are those in the lower 
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portion of the uterus, either anterior or posterior or 
between the layers of the broad ligament. In- 
flammatory disease of the appendages may make 
the operation extremely difficult. 

All bowel denuded of its serous coat should be 
carefully covered with peritoneum or an omental 
graft. Extensive denudation of the gut may 
demand resection. Attention to this detail is neces- 
sary to avoid adhesions, fecal fistula, or peritonitis. 

F. C. Irvine. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Halban, J.: Symptomatology of Corpus Luteum 
Cysts (Zur Symptomatologie der Corpus luteum 
Cysten). Zentralbl. f. Gynak., 1915, Xxxix, 409. 


It is generally taught that ovarian cysts do not 
have any effect on menstruation. But this is not 
true in case of corpus luteum cysts. The corpus 
luteum inhibits menstruation, and in case a cyst 
develops this action is prolonged, so that women 
frequently come to the physician complaining that 
the menses have stopped. On the discovery of a 
tumor of the adnexa on one side a diagnosis of extra- 
uterine pregnancy is apt to be made. 

A knowledge of the fact that corpus luteum cysts 
stop menstruation will aid in making a differential 
diagnosis, and it is important that it should be 
made, because early operation is not indicated in 
corpus luteum cysts; they frequently disappear 
spontaneously. When the cysts are absorbed or 
removed menstruation reappears. 

Many of the women treated had had irregular 
menses before, and this suggests the possibility that 
corpus luteum cysts may be caused by hypoplasia 
of the genital organs. Removal of such a cyst dur- 
ing pregnancy does not necessarily interfere with 
pregnancy. Halban cites a case in which the preg- 
nancy continued to term. Alternating cysts, that 
is, cysts that appear first in one ovary and then the 
other, are corpus luteum cysts. These cysts are 
thin-walled and rupture easily, even on the most 
careful bimanual examination. A. Goss. 


Knott, V. B.: Ovarian Carcinoma in a Child Aged 
Eleven. J. Am. M. Ass., 1915, lxiv, 1577. 


The patient, aged 11, a schoolgirl, had a negative 
family history. She complained of severe abdom- 
inal pain, which had been present for three days, be- 
fore which time she had been feeling perfectly well. 
There was no menstrual history. Examination 
showed a well-nourished girl with rosy cheeks and 
unusually well developed for her age. On palpation 
a large movable tumor was felt, which rose from the 
pelvis to the level of the umbilicus. This tumor 
occupied the median line, but could be easily dis- 
placed to either side. It was quite tender on deep 


pressure and fluctuation could not be elicited. 
When the tumor was displaced to the left, marked 
tenderness was found in the right inguinal region 
over the appendix, with rigidity of the right rectus. 
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At operation the tumor consisting of the left 
ovary, together with the tube, was easily removed 
as it was at no place adherent. The appendix was 
found somewhat distended and acutely inflamed 
and was removed. There was no free fluid within 
the peritoneal cavity and the peritoneum every- 
where was glossy and apparently normal. No 
lymphatic involvement or evidence of disease else- 
where within the cavity could be discovered. 

For ten months the child seemed well, had no 
pain, gained in weight and stature. Then she 
began to complain of vague abdominal pain, which 
was not at all constant. Soon her appetite began 
to fail and she lost weight and strength and be- 
came very irritable. There was no constipation or 
vomiting. 

At the second operation, one year after the first, 
the abdomen was seen to be filled with a quantity 
of straw-colored fluid. Scattered throughout the 
cavity were nodules involving parietal peritoneum, 
visceral peritoneum, intestine, and mesentery. 
These nodules were hard and irregular in outline. 
The ileum was adherent in many places and at each 
point of adhesion was a large nodular mass. The 
mesentery was filled with large nodular growths. 
The upper abdomen was involved as well, nodules 
being present in the liver and stomach. As relief 
was out of the question, a large mesenteric nodule 
was removed for examination and the abdomen 
closed. Death occurred thirty-six days following 
the second operation. 

On pathologic examination the tumor showed a 
teratoma in a state of carcinomatous degeneration. 
The small gland showed carcinoma secondary to 
ovarian tumor removed one year previous. 

Epwarp L, CorNELL. 


Holz, S.: Treatment of Chronic Posterior Para- 
metritis by Colpeurynter Massage and Short- 
ening of the Round Ligaments (Die Heilung 
der Parametritis posterior chronica durch auto- 
matische Kolpeuryntermassage und Fixation der 
Ligamenta rotunda). Zentralbl. f. Gynik., 1915, 
XXXixX, 441. 


Chronic posterior parametritis, that is, adhesive 
bands in Douglas’ pouch, is a very frequent com- 
plaint. To deal with these adhesions surgically is a 
mistake, for they only form again. Massage is the 
best treatment, and this may be accomplished auto- 
matically by the insertion of a colpeurynter with a 
cubic content of 50 to roo ccm. ‘The colpeurynter 
is so small before it is filled that it can easily be 
inserted even in nulliparous women. It can be 
worn two, three, or even four days, and it relieves 
the pain so much that the patients are glad to come 
back for further treatment. It is cleansed and re- 
inserted, and this is kept up till the patient is with- 
out pain. Even after the first insertion a marked 
softening can often be felt in the posterior vault of 
the vagina. 

The colpeurynter exercises a true massage; it is 
filled so that it is elastic, and with the respiratory 
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movements it is alternately compressed and re- 
leased from pressure. In addition to this auto- 
massage there may be osmotic conditions that 
favor recovery, but when the patient discontinues 
treatment the condition is apt to return. In order 
to avoid this the ligaments of the uterus are short- 
ened. A. Goss. 


Ward, G. G., Jr.: Clinical Observations on the 
Treatment of Acute Pelvic Inflammations. 
Am. J. Obst., N. Y., 1915, lxxi, 881. 


The author gives a careful review of the literature 
on this subject, calling attention to the swing of the 
pendulum between conservative and radical treat- 
ment. At the present time the evidence is in favor 
of conservative treatment. The author has re- 
cently made a study of 39 of his cases of pelvic 
abscess showing indications for operation. Among 
the 39 cases there were 4 deaths. Of the 35 re- 
maining, 24 who have been examined or heard from 
are reported as cured; 2 cases required a subsequent 
radical operation; 1 case is convalescing in the 
hospital; 8 were discharged as cured but have not 
been heard from. Thirty-eight cases were treated 
by posterior colpotomy and drainage, and 1 case 
was operated upon by an extraperitoneal incision 
above Poupart’s ligament, with thorough drainage 
of the vagina. Tube drainage was employed in 30 
cases, and gauze drainage in 9. 

Pregnancy is known to have occurred in 3 cases 
since operation. These points are emphasized: 

1. A large proportion of the cases of parametritic 
exudate following labor or abortion, and many cases 
of perimetritis will resolve without abscess forma- 
tion if let alone, and if pus does form, if in small 
quantity, it may be absorbed, frequently with the 
preservation of function of the pelvic organs. 

2. The too ready resort to the curette or to other 
intra-uterine manipulations at the onset of uterine 
infection is responsible for the formation of exudates 
in a very large percentage of cases. 

3. Many cases are operated on unnecessarily, or 
too early, with the result of increasing or disseminat- 
ing the infection, thus prolonging the convalescence 
and sometimes producing a fatal termination. 

4. Incision and drainage should not be employed 
until indications of localized collection of pus are well 
defined and show evidence of septic absorption. 

5. The selection of the proper form of drainage 
applicable to the case is important. 

6. Failure to cure a pelvic abscess by colpotomy 
and drainage is nearly always due to neglect in not 
keeping the incision open sufficiently long. 

7. In acute pelvic suppurations, when the indica- 
tions for interference are present, the operation of 
choice should be a simple incision and ample drain- 
age. C. H. Davis. 


Fullerton, W. D.: 
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EXTERNAL GENITALIA 


Wittkopf, H.: Carcinoma of Bartholin’s Gland 
ber das Karzinom der Bartholin’schen Driise). 
Zentralbl. f. Gynak., 1915, xXxxix, 369. 


Carcinoma of the vulva is rare, and even when it 
occurs it is generally in the region of the clitoris. 
Wittkopf has been able to find only 12 cases of car- 
cinoma of Bartholin’s gland in the German litera- 
ture; but in spite of its rarity he has recently had 
2 cases at the Kiel Gynecological Clinic. The 
women were 42 and 59 years old and had previously 
been well. The first patient had her attention 
called to the small ulceration on the labium majus 
by bleeding following a fall; in the other case there 
had been a troublesome discharge from the ulcera- 
tion for some time. One physician had made a 
diagnosis of syphilis, but the Wassermann was nega- 
tive. The tumor and the inguinal glands were re- 
moved in both cases. Both patients recovered, 
though one had thrombophlebitis. Both are being 
given radium after-treatment. The radium is 
inserted in the cavity left by the removal of the 
tumor. ‘This may be supplemented by réntgen rays, 
but in spite of this the prognosis for ultimate re- 
covery is poor. 

In most of the cases reported there has been 
rapid recurrence. The only hopeful method of 
treatment is early removal, and so if there is any 
change in the vulva that arouses the slightest sus- 
picion of malignant new-growth a bit of tissue should 
be excised and examined. A. Goss. 


MISCELLANEOUS 


Gynecology —Past, Present, 
Future. Am. J. Obst., N. Y., 1915, lxxi, grt. 

The author reviews in a general way the con- 
tributions of the gynecologists to the development 
of surgery, points out the necessity of a long careful 
training in the development of the gynecologist, © 
and raises the question as to the future of this 
specialty. He calls attention to the fact that the 
general surgeon while technically able to perform 
the gynecological operation is inferior to the gyne- 
cologist when it comes to diagnosis from the history 
and physical examination, deciding when and how 
conservatively to operate, in macroscopic and mi- 
croscopic examinations of the tissues inspected at 
operation or excised, and in the most accurate 
prognosis. 

He urges that the general surgeon exclude 
gynecology and obstetrics from his field and devote 
his entire time and resources to the development of 
general surgery, and that gynecology and obstetrics 
combined, be taught, studied, and investigated by 
specialists in that line. C. H. Davis. 


OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Caldwell, W. E.: Report on a Series of Placenta 
Preevia Cases. Am. J. Obst., N. Y., 1915, lxxi, 937. 


Caldwell reports five cases which have been 
treated at the Bellevue Hospital during the past 
year. These are of particular interest because they 
were all treated by means of the gauze pack. Of 
these five women, one died from uremic coma on 
the ninth day, and it is hardly fair to charge her 
death to placenta previa. The others were all dis- 
charged in good condition. Of the babies, two 
were dead, one macerated; all were premature, 
two others dying within the first days, and only 
one lived any length of time. This one has since 
died. 

From his experience at Bellevue the author 
believes that the hard, undilatable cervix in placenta 
previa is found more frequently in the marginal 
and partial varieties. In the central variety the 
cervix, though friable and easy to tear with rough 
treatment, dilatation will occur under proper gauze 
packing and usually in a surprisingly short time. 
At the Bellevue Hospital, they use an iodoform 
gauze pack both before and after delivery. 

C. H. Davis. 


Hoogenhuize, C. J. C. van: Creatin as an Index of 
Pregnancy Intoxication (Kreatine als Aanwijzer 
van Zwangerschapsvergifting). Nederl. Tijdschr. 
v. Geneesk., 1915, 1, 1786. 


Experimental research has shown that in a normal 
pregnancy the proportion of creatin in the urine is 
always below 20 per cent of the total creatinin. 
If the proportion is above 20 per cent it gives warn- 
ing of threatened eclampsia. 

Van Hoogenhuize gives the findings in 15 cases, 
2 of which were eclampsia cases. In one of the 
eclampsia cases the percentage of creatin varied 
from 19.1 to 44.6 per cent, the average being 28.1 
per cent; in the other it varied from 29.1 to 38.6 
per cent. The latter -patient had had four normal 
deliveries, then a case of puerperal eclampsia, and 
in the present pregnancy eclampsia had developed 
even before delivery. In another case the creatin 
ranged from 28.3 to 36.9 per cent, but in this case 
eclampsia was warded off. In a fourth case the 
creatin average was 25 per cent. In all of these 
cases the urine had been examined for creatin before 
delivery. 

In six other cases in which there were unmistak- 
able signs of intoxication the creatin ranged from 
20.7 to 44.5 percent. The highest percentage, 49.9 
per cent was in a woman who had hydatidiform 
mole. In one case of hydramnios with albumin, 


tube-casts, and leucocytes in the urine, the range 
was from 40.7 to 45.4 per cent. ‘Two other cases 
showed slight albuminuria, but the course was en- 
tirely normal; the creatin range was from 10 to 19 
per cent. Some of the women had been examined 
before pregnancy and no creatin found. 

From his findings the author concludes that if 
other sources for creatin in the urine can be excluded, 
the finding of it may help to make a diagnosis of 
pregnancy in doubtful cases. A. Goss. 


Polak, J. O.: Observations on 227 Cases of Ectopic 
Pregnancy. Am. J. Obst., N. Y., 1915, 946. 


The author reports 227 cases of ectopic pregnancy 
operated on in his several hospital services since 
1900, with only 4 deaths. Three of the fatalities 
were due to septic peritonitis and one was due to 
hemorrhage. From an analysis of these cases he 
believes that properly diagnosticated ectopics should 
never reach the acute stage, and an early diagnosis 
is possible in the majority of cases. 

Of these 227 women, 222 presented some men- 
strual anomaly, as a _ period of amenorrhcea, 
prolongation of the normal period, anomalous char- 
acter of the bloody discharge, or an anticipated 
period followed by an intermittent or continuous 
metrorrhagia. 

Pelvic pain was absent in only one patient. The 
attacks of pain may be general, abdominal colic, 
or sharp, colicky pains, referred to the region of the 
embryonal sac, followed by intervals of hours or 
days of complete remission. Abdominal sensitive- 
ness following the paroxysms of pain has been 
noted in all of the cases observed. A mass or tumor 
was present in every instance. It was tense, tender, 
and the pulsation of the uterine artery on the side 
corresponding to the mass was always more marked. 

Only the usual signs of rupture are mentioned, 
but especial attention is called to the falling of the 
blood-pressure. All of Polak’s cases in the acute 
stage have shown a blood-pressure of less than 100 
mm., and many a pressure of only 80 mm. 

The author urges that the unruptured cases be 
operated upon, the tube incised, and the pregnancy 
evacuated or the tube extirpated as soon as the 
diagnosis is made. In the ruptured cases in the 
acute stage presenting the symptoms of shock, 
the author postpones the operation until after the re- 
action takes place. In these cases he proceeds as 
follows: On admission the patient is placed in an 
extreme Trendelenburg posture, the pulse and blood- 
pressure taken and recorded, and a hypodermic of 
morphine given (without atropine). No salines 
and no stimulation are given. The pulse is taken 
every fifteen minutes and the blood-pressure every 
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hour. Water is given freely by the mouth if not 
vomited. When the reaction has taken place as 
shown by a slowing of the pulse and an increase in 
the blood-pressure he considers it time to operate. 
For the operation he uses morphine and spinal 
anesthesia using one and one-half grains of novo- 
caine. 

From the clinical experiments the author states 
that curettage does not control the post-ectopic 
bleeding, but that the persistence of uterine bleed- 
ing is dependent upon the presence or absence of a 
corpus luteum cyst. C. H. Davis. 


Ahlfeld, F.: Transparency of the Abdominal 
Walls in Pregnancy (Die Durchsichtigkeit der 
Bauchdecken Hochschwangerer). Monatschr. f. 
Geburtsh. u. Gyndk., 1915, xli, 457. 


Ahlfeld calls attention to the fact that when the 
abdominal walls are very much stretched in the 
latter months of pregnancy they often become quite 
transparent. By placing the patient in a good light 
on a table high enough so that the physician does 
not have to bend his head, the abdomen can be 
inspected very effectually. He cites a case in which 
he could see the cord passing over the back of the 
child, and could actually see its pulsations, and 
another in which he could see the individual parts 
of the uterus and adnexa. As an illustration of the 
practical value of observing this fact, he cites a 
case in which cesarean section was to be performed. 
On inspection a distended vein could be seen run- 
ning along under the midline, exactly where the in- 
cision would have been made if the vein had not 
been noticed. Visual inspection in this case un- 
doubtedly saved the surgeon from incising this 
vein. A. Goss. 


Harrigan, A. H.: Nephrectomy During Pregnancy. 
Surg., Gynec. & Obst., 1915, xx, 657. 

Harrigan reports an interesting case of nephrec- 
tomy performed on a woman four months pregnant. 
She recovered and subsequently was delivered of a 
healthy well-formed child. 

The patient, aged 21, had been ill ten days with 
septic symptoms pointing to a primary involvement 
of the right kidney. She had high temperature, 
chills, leucocytosis, and rapid pulse. The dif- 
ferential diagnosis lay between pyelonephritis 
secondary to puerperal pyelitis, and unilateral 
hematogenous infection of the kidney. 

An immediate operation was decided upon. 
Through a right lumbar incision the kidney was 
delivered. The perirenal tissues were infiltrated 
and the surface of the kidney presented innumerable 
yellow nodules on foci. The macroscopic appear- 
ance confirmed the diagnosis of multiple septic 
infarcts of the kidney, and nephrectomy was de- 
cided upon. The recovery was uneventful. The 
patient did not abort, and at the middle of the 
eighth month of pregnancy labor was induced and 
a healthy child was born. At the end of two years 
the patient is in excellent health and suffers no 
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inconvenience from the loss of the kidney. The 
pathological examination showed the lesion to be 
that of unilateral hematogenous infection of the 
kidney — multiple septic infarcts of the kidneys. 

A review of the literature reveals 36 additional 
cases of nephrectomy during pregnancy. ‘There are 
numerous case reports of nephrotomy during preg- 
nancy and several excellent monographs relating to 
the obstetrical future of women previously subjected 
to nephrectomy. Six authors failed to mention the 
immediate results. Of the remaining 30 cases all 
recovered but 2. Of the 28 patients who recovered 
the obstetrical outcome is noted in 24 cases: 20 
went to labor without accident or complications; 
of the remaining 4, 2 aborted spontaneously and in 
the other 2 abortion was induced. Oppel’s case in 
which abortion occurred spontaneously is excluded 
in this computation as no mention is made of the 
operative result. 

The cardinal clinical points worthy of notation 
are that nephrectomy during pregnancy has a 
comparatively low mortality; that abortion or 
premature labor occurs but seldom; and that as a 
rule pregnancy proceeds to term without accident 
or complication. 


LABOR AND ITS COMPLICATIONS 


Longaker, D.: Obstetric Forceps. Therap. Gaz., 
1915, XXXix,385. 
Longaker gives the following advice regarding 
the use of forceps: 
1. The obstetric forceps is a pure tractor not a 
compressor, and must be applied in the gentlest 


_ manner. 


2. The attempt by the use of forceps to overcome 
relative disproportion when the head is high is a 
questionable procedure. 

3. The use of high forceps in the absence of dis- 
proportion is allowable and feasible. ; 
4. Post-maturity, overgrown baby, ossified head, 
and impacted non-rotating posterior occiput posi- 
tion are strong contra-indications. In these cases 

cesarean section is strongly advocated. 
H. G. Garwoop. 


Groot, J. de: Influence of Intra-Uterine Obstetric 
Maneuvers on the Morbidity and Mortality of 
Parturients (L’influence des manceuvres intra- 
utérines pendant l’accouchement sur la morbidité et 
la mortalité des accouchées). Arch. mens. d’obst. 
et de gynéc., 1915, iv, 225. 

The results reported by de Groot are from the 
records of the maternity service of the University 
of Utrecht. He classifies in one group the cases in 
which internal exploration was the only measure, 
and in another those where complications required 
different measures, for instance, tamponing or arti- 
ficial delivery at term or before. He describes the 


technique used in internal exploration and in pre- 
paring the woman for it. 
Between 1899 and 1908 no internal examination 
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was made in 41 febrile and 31 afebrile cases, while 
internal examinations were made on an average of 
more than five times in 441 afebrile patients and 
446 who became febrile. This shows that internal 
examination does not have any effect on the mor- 
bidity, and the records do not show that examina- 
tion with gloves is superior to that without them. 
Among the 84 cases that required premature de- 
livery by bougie there were 3 cases of grave infection 
and ro of mild infection. The uterus and vagina 
were tamponed in 117 cases, with mild infection in 22 
cases and severe infection in 15; there was only one 
death and this was due to extraneous causes. 

The maternity service at the University of 
Utrecht consists of a clinic with an average of about 
300 deliveries a year. Here the pregnant women 
are examined and are supervised afterward at home. 
Connected with this is an out-patient department, 
the polyclinic service, which conducts about 1,900 
deliveries a year. Every second year students 
assist at several deliveries in the clinic, after having 
taken a course in external examination of the 
pregnant woman. Before his final examinations 
each student has to spend two months in the service 
of the obstetrical polyclinic, living in a house de- 
voted especially to this purpose and maintained by 
the medical students themselves. ‘There are always 
six or seven students in this house. The technique 
for sterilization is the same as in the clinic and it is 
carried out as carefully. Facilities are provided 
for isolating the woman if necessary. ‘The morbid- 
ity is lower than in the clinic, which seems surprising 
at first, but this is due in part to the fact that all 
the worst cases are sent to the clinic. The fact 
that it is so low, however, shows that the usual high 
morhidity in out-patient work is due to lack of care. 
In 79 cases of intra-uterine tamponing there was 
infection in 22, but it was severe in only 9g, and there 
were no deaths. 

Summing up the results of his observations he 
finds that there was a total of 335 cases without any 
death from infection. He thinks that the virulence 
of the bacteria contained in the vagina is not very 
great, and the virulence of bacteria introduced 
from outside depends on the condition of the vagina 
at the time of delivery. He thinks too much stress 
is laid on bacteriological examinations in such cases, 
and not enough on clinical experience. He not only 
recommends tamponing, but also manual extraction 
of the placenta when necessary. A. Goss. 


Vogt, E.: Subcutaneous Symphyseotomy (Subku- 
tane Symphysiotomie). Deutsche med. Wchnschr., 
1915, xli, 703. 

Vogt reports 30 cases of subcutaneous sym- 
physeotomy performed in the Dresden clinic: 7 
were for contracted pelvis of the third degree, and 
23 of the second degree. Only 2 of the patients 
were primipare, and in both of these the vagina was 
wide so that there was little danger of its tearing 
during delivery. Generally after symphyseotomy 
the obstetrician can wait for spontaneous delivery. 


In 19 of these 30.cases delivery was spontaneous. 
By waiting for spontaneous delivery all complica- 
tions may be avoided if the operation itself has been 
properly performed. Vogt had no injuries of the 
bladder or urethra in any case. 

Active contractions are necessary for spontaneous 
delivery. These may be produced by intramuscular 
injection of pituitrin. The pituitrin is given while 
the woman is on the operating table; about three 
minutes later its effect becomes apparent. When 
the head has entered the pelvis so that there is no 
longer any danger of prolapse of the cord the patient 
is taken back to bed. It is possible to wait for 
spontaneous delivery only when the head is present- 
ing and in good position and there is no prolapse of 
the cord. 

In one of the 11 cases where the author delivered 
by forceps he thinks spontaneous delivery would 
have been possible. It was a transverse presenta- 
tion and one of his early cases. The time between 
the operation and the delivery varied from three 
minutes to four hours and 40 minutes; the latter 
case was a primipara with rigid soft parts. Theo- 
retically it is possible to injure the peritoneum, but 
this may be avoided by using a button-tipped knife. 
There may be injury of the blood-vessels and 
hematoma. The blood is venous; in all of Vogt’s 
cases it was slight and easily controlled by pressure. 
Forty-four per cent of the cases were febrile, but 
only one of the mothers died, and she had had a 
rupture of the uterus before the operation, which 
was not recognized in time. The fever was doubt- 
less due to absorption of the hematomata. Em- 
bolism was not observed in any case. All of the 
children lived but three which could not be saved 
even by symphyseotomy. 

Vogt advises the use of a small, curved, button- 
tipped knife to scrape away the ligaments and 
corpora cavernosa of the clitoris from the edge of 
the bone. This avoids the formation of hemato- 
mata due to the extravasation of blood from the 
corpora cavernosa, and thus decreases the number 
of febrile cases. Symphyseotomy makes succeeding 
deliveries easier as it widens the pelvis. A. Goss. 


Peterson, R.: Under What Conditions Is Crani- 
otomy on the Living Child Justifiable? J. 
Mich. St. M. Soc., 1915, xiv, 319. 


Craniotomy on the living child is justifiable 
under the following conditions: 

1. When the mother is septic. Where repeated 
examinations and forceps application have been 
made, the mortality of cesarean section is high, 
between 30 and 50 per cent. Even the extra- 
peritoneal section has a high maternal and foetal 
mortality. Pubiotomy is also contra-indicated in 
the presence of sepsis. Where the child can not be 
delivered through the natural passages and the 
suprapubic operation is contra-indicated, crani- 
otomy is the only possible solution. 

2. When the child is feeble and not likely to 
live under any conditions. It is admitted that this 
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is a difficult point to determine. The condition is 
believed to exist in cases where there has been un- 
due cranial compression from forceps, in impacted 
head, brow presentation and face presentation with 
the chin posterior, and sometimes in persistent 
occipitoposterior position, and arrested head after 
version. 

3. When the foetus is a monster or so badly de- 
fective as to make its future existence problematic. 

4. When from the necessities of the case the 
choice must be made between craniotomy and the 
major obstetric operation in unskilled hands. 

When the cases from the beginning of pregnancy 
have been in the hands of a skilled obstetrician only 
rarely will it be necessary to resort to craniotomy, 
as the proper obstetric procedure will have been 
adopted long before the onset of exhaustion or 
sepsis. D. H. Boyp. 


Skeel, A. J.: Anzesthesia in Obstetrics. Ohio St. 
M.J., 1915, xi, 372- 

Methods and routes used to produce obstetric 
analgesia or anesthesia may be divided for practical 
consideration into three groups: 

1. By the alimentary tract—mouth or rectum. 

2. By hypodermic injection—local anesthesia, 
spinal anesthesia, or systemic effects. 

3. By inhalation—anesthesia or analgesia. 

Under the first division chloral and bromides are 
mentioned. The author believes they are best 
used only in the first stage of labor, particularly in 
cases of tense cervix. 

In the second group he discusses the various 
opium derivatives and advises their use only in the 
very first part of the first stage of labor. 


In the third group ether, chloroform, and ni- — 


trous-oxide-oxygen are the drugs used. At St. 
Luke’s Hospital nitrous-oxide analgesia was used 
in 52 cases; of these 30 were under his personal 
care. He describes his procedure for relief of pain. 
A careful selection of cases is made according to 
sensitiveness to pain, condition of the cervix, and 
whether primipara or multipara. Morphine, 
ds gr. by hypodermic, sometimes accompanied by 
scopolamine and sometimes not, is given or with- 
held according to these indications. Chloral 
hydrate is occasionally used when on account of in- 
dividual idiosyncrasy morphine is contra-indicated. 
When the cervix is completely dilated and usually 
after the largest circumference of the head has 
passed the brim, nitrous-oxide analgesia is begun. 
From 30 to 60 gallons of nitrous oxide per hour and 
15 to 20 gallons of oxygen is the usual quantity 
necessary to secure analgesia and insure freedom 
from cyanosis. The patient should not lose con- 
sciousness at all, being able to respond to the 
accoucher’s directions to bear down or stop when 
desired. W. D. Patties. 


Lynch, F. W.: Nitrous Oxide Gas Analgesia in 
Obstetrics. J. Am. M. Ass., 1915, lxiv, 813. 


The author has used the method for more than 
one hour in 34 cases. Analgesia has been main- 
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tained from the latter part of the first stage, or 
from the time when the pains became severe, and 
all the patients have stated that pain was negligible 
and practically nil. There were 25 primipare 
and 9 multipare in the series. Analgesia was con- 
tinued in 34 cases more than one hour; in 32 cases 
more than two hours; in 12 cases .nore ‘han three 
hours; in 4 cases more than four hours; and in 1 
case more than six hours. Three labors were term- 
inated with forceps with the gas carried to the 
surgical degree. They were all three primipare, 
one of 39 years, one of 35, and one of 25, in whom 
there was transverse arrest of the head. There 
case of inertia, post-partum hemorrhage, or 
shock. 

Hitherto the author has started the treatment 
when the pains became severe enough to occasion 
complaint. Pure nitrous oxide gas is turned on full 
at the beginning of the pain and the patient is told 
to breathe deeply, but rapidly, through the nose. 
Five or six respirations suffice to produce analgesia, 
even in the presence of the uterine contraction. 
The nose-piece is then placed over the mouth; the 
patient is instructed to breathe through the mouth, 
and analgesia is maintained by admixing oxygen 
with the gas until the pain ceases. This process is 
repeated with each pain. The percentage of oxygen 
ranges from nothing to 1o per cent. It is more 
difficult to maintain analgesia with the mouth-piece 
without wasting gas, since the depth of anesthesia 
is more difficult to control. Oxygen must be 
used more freely. When the head distends the 
perineum, the anesthesia is carried to the surgical 
degree and the color of the patient is controlled with 
oxygen. Separate tanks of gas and oxygen are 
best and cheapest. Their small size admits of easy 
transportation. Separate tanks permit variation 
in the amount of oxygen used. With these small 
tanks the method costs from $4.00 to $5.00 per 
hour, varying with the duration and frequency of 
the pains and the skill of the operator. , 

The author is of the belief that this will make the 
use of scopolamine-morphine unnecessary in the 
treatment of private cases. Its ease of adminis- 
tration and freedom from danger speak volumes for 
its popularity. The technique is not complicated, 
and, unlike the Freiburg method, it is adapted for 
use in the private home and is devoid of its many 
dangers. Epwarp L. Cornett. 


Breitstein, L. I.: Morphine-Scopolamine Anzs- 
thesia in Obstetrics. Calif. St. J. Med., 1915, 
xili, 215. 

Breitstein gives a report of the results he obtained 
by the use of morphine and scopolamine in 14 
cases and reviews a discussion by Wakefield in 
which he cites the results he obtained in 28 cases 
treated by the same method. 

The essentials for success are: (1) Emotional and 
psychic disturbances prior to operation must be 
reduced toa minimum. (2) By the use of a suitable 
anesthetic pain and fright must be entirely banished 
at the time of operation. 
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When labor has once set in the author gives 
narcophine 0.03 gm. and scopolamine 0.00045 gm. 
and repeats the scopolamine again in three-quarters 
of an hour. He gives no more narcophine and 
scopolamine, except when the memory test indicates 
that its administration is necessary. Thus the 
average case requires only five or seven injec- 
tions. 

He conducts his case as if the drug were not given 
and when the head distends the vulva he usually 
gives a few whiffs of ether in order to control the 
straining of the patient and so the added pain will 
not awaken her. 

None of the author’s patients developed any ab- 
normalities during the puerperium. Eight cases 
were primipare. Nine cases were entirely suc- 
cessful, three partially successful, and two were 
failures. 

One failure was due to the fact that the patient 
was in the second stage when treatment was started, 
and the other was a neurotic patient who was 
excited by the drug instead of being quieted. 

There were no foetal deaths; 7 of the babies cried 
spontaneously at birth; 3 were drowsy but needed 
no artificial resuscitation; 2 were asphyxiated — 
one of the latter recovered in five minutes and the 
other in fifteen minutes. This last case was a right 
occipitoposterior position in which a mid-high 
forceps application was used with the Scanzoni 
technique, under ether anesthesia. 

The average duration of labor in primiparze was 
eighteen hours, under the drug ten hours; in multi- 
pare fourteen hours, under the drug seven hours. 
There were 3 forceps cases; 1 mid-high and 2 low 
with the head on the perineum. The author sug- 
gests that in the future pituitrin be used instead of 
low forceps. EUGENE Cary. 


PUERPERIUM AND ITS COMPLICATIONS 


Bollag, K.: Spontaneous Endogenous Puerperal 
Infection (Zur Frage der unverschuldeten endo- 
genen puerperalen Spontaninfektion). Monatschr. 
f. Geburish. u. Gynik., 1915, xli, 474. 


There has been much discussion as to whether 
autogenous infection of parturients is possible. 
Naturally it is difficult to get decisive evidence on 
the subject, but Bollag reports the case of a healthy 
woman of 35 who was spontaneously delivered of a 
normal child at term. No internal examination had 
been made. Fever developed on the fourth day and 
the woman died a month later of streptococcic 
sepsis.. The most careful examination was made, 
but no focus was found from which the streptococci 
could have invaded the genital tract. The primary 
trouble was doubtless streptococcic thrombosis of 
the internal genital organs. This is the first time 
in 23,516 deliveries that there has been an undoubted 
case of endogenous puerperal infection, but it is 
sufficient to prove that there is such a thing as 
spontaneous puerperal infection causing death, 
though it is, fortunately, very rare. A. Goss. 


Jones, W.C.: Reports of Two Cases of Post-Partum 
Inversion of the Uterus; Discussion of the 
Pathogenesis of Obstetrical Inversion. Chicago 
M. Rec., 1915, xxxvii, 348. 


The author reports two cases of post-partum in- 
version of the uterus in primipare, resulting in the 
death of both patients. In consideration of these 
cases and a review of the literature he offers the 
following conclusions: 

1. A predisposing cause of obstetric inversion is 
uterine inertia. The two chief exciting causes are 
funic traction and fundal pressure. 

2. More than half of all obstetric inversions are 
spontaneous. 

3. Most, if not all, inversions begin at the fundus. 

4. Reduction of obstetric inversion usually is 
accomplished most easily by beginning at the 
cervix. If the uterus is firmly contracted it is 
safer to delay reduction for a few hours on account 
of shock; but if relaxation is marked, immediate 
reposition is indicated. 

5. In certain cases of inversion in which the 
cervix ascends high into the abdomen care must 
be taken not to mistake the cervix for the fundus. 

6. The placenta favors inversion by causing less 
marked mural hypertrophy in the area of placental 
implantation, by traction due to its mere weight, 
by adherence caused through uterine relaxation, 
and by its location—the nearer it is to the fundus 
the more likely it is to cause inversion. 

7. Primipare are predisposed to inversion more 
than multipare, chiefly on account of the higher 
insertion of the placenta in the former. The great 
vigor of the uterine muscle in the first labor may 
also be a factor in favoring automatic inversion. 

W. D. 


MISCELLANEOUS 


Kolmer, J. A., and Williams, P. F.: Serum Studies 
in Pregnancy. Am. J. Obst., N. Y., 1915, 1xxi, 
899. 

The authors summarize their experiments as 
follows: 

1. A placentin, No. 1, prepared by concentration 
of expressed placental juice, preserved with 1 per 
cent glycerine and o.5 per cent tricresol, injected 
intracutaneously yielded skin reactions characterized 
by erythema, infiltration, and pain in 87 per cent of 
pregnant and recently delivered women, and in 66 
per cent of women who had borne children, but who 
were not pregnant at the time these tests were made. 
This extract also caused 20 per cent of the men to 
react slightly. 

2. When diluted 1:10 with normal salt solution 
this extract yielded 80 per cent positive reactions 
among pregnant or recently delivered women, and 
50 per cent positive among women who had borne 
children. 

3. Aplacentin, No. 4, prepared in the same man- 
ner as the first extract except that glycerine was not 
used in its preparation or preservation, yielded 
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40 per cent positive reactions among pregnant or 
recently delivered women, and 14 per cent positive 
reactions among women who had borne children. 
It is probable that glycerine itself acts as an irritant, 
especially in the hypersensitive skin of the pregnant 
woman. 

4. A placentin, No. 2, prepared from the residue 
resulting from the concentration of expressed pla- 
cental juice, yielded 55 per cent positive reactions 
among women who were pregnant or recently de- 
livered. This placentin produced slightly positive 
results in 20 per cent of the men tested. 

5. A glycerine extract of placentin, No. 5, upon 
cutaneous inoculation yielded 50 per cent positive 
reactions among pregnant and recently pregnant 
women. Of several multiparous and nulliparous 
women tested, all reacted negatively. 

6. Extracts of human male and female kidney 
(nephrins), prepared in the same manner as the 
placentins, produced a number of positive reactions 
among pregnant, puerperal, multiparous, and 
nulliparous women. The most marked reactions 
were observed with the extract of human female 
kidney. 

7. The intracutaneous injection of a 1 per cent 
solution of a placental peptone did not produce 
reactions among pregnant and recently delivered 
women. 

From their experiments the authors believe that 
during pregnancy there is an increase of a general 
proteolytic ferment rather than the production of a 
ferment specific for placental protein alone. At 
present it may be stated that these ‘“‘ferments” have 
several of the characters of amboceptors and their 
lack of specificity is comparable to the lack of 
specificity of cytotoxins in general. The authors 
do not believe at present that the skin reaction 
possesses a practical value in diagnosis, certainly 
not among women who have borne children. 

C. H. Davis. 


Irving, F. C.: The Tarnier Axis Traction Rods 
Applied to the Simpson Obstetric Forceps. 
Surg., Gynec. & Obst., 1915, XX, 734- 


The instrument described is the long Simpson 
forceps armed with a detachable traction device 
based on that of Tarnier, having a generous perineal 
curve and three swivel joints. 

Two flat traction rods are carried on the under 
surface of the shanks of the forceps and are held in 
place by knob-headed retaining pins. If the op- 
erator wishes to apply axis traction he releases the 
rods by gentle pressure upon the heads of the pins 
and inserts each one into the outer side of each arm 
of a Y-shaped traction attachment, which is slotted 
to receive it. Each traction rod carries on its inner 
edge two tenons, which fit into two corresponding 
mortises on the outer aspect of the Y-shaped at- 
tachment. These rods are held in place by sliding 
collars. At the outer end of the Y-shaped attach- 
ment is the conventional drop-handle and swivel 
joints of Tarnier. 
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Bacon, C. S.: Infant Mortality Due to Labor. 
J. Am. M. Ass., 1915, lxiv, 2048. 

One of the important phases of this subject is an 
obstetric problem. Infant mortality during labor 
and due chiefly to labor is very high. The accidents 
of labor which destroy the foetus, causing stillbirth, 
or those which injure it so that the infant dies 
shortly after birth, are many. A study of these 
accidents involves a review of many obstetric prob- 
lems. The most important questions of dystocia 
are discussed in a way that should lead to valuable 
suggestions for practice. 

The following figures show approximately the 
number of deaths each year due to labor: for the 
United States, 65,000 stillbirths and 15,000 deaths 
subsequent to birth, or 80,000; in Illinois 5,000 
and in Chicago 2,000. This gives a foetal mortality 
due to labor of 3% per cent. 

The following table expresses the approximate 
infant mortality from the causes given: 


Per cent 
Miscellaneous causes, including placenta previa, ablatio pla- 
cent, ruptured uterus, toxemia, 15 


The author calls special attention to the last 
cause and attempts to justify ascribing so much 
importance to it. The danger of abnormal uterine 
contractions is not, as a rule, sufficiently recognized. 
Before labor begins, the oxygenation of the foetal 
blood occurs in the placenta. A continuous and 
abundant circulation of the maternal blood fur- 
nishes the oxygen and removes the waste from the 
foetal blood. When the uterine contractions begin, 
the maternal circulation is disturbed. So long as. 
the contractions last only a short time and are 
separated by considerable intervals of relaxation 
there is no appreciable disturbance to the foetus. 
The main index of the foetal condition is its circula- 
tion, or heart-tones. The frequence of the heart- 
tones changes but little or not at all during the early 
contractions of labor. When the contractions last 
longer and occur more frequently, there is more dis- 
turbance in the placental circulation and more 
derangement in the foetal circulation If the con- 
tractions last more than one and one-half minutes, 
and if the intervals between contractions are short- 
er than the contractions themselves, the condition 
is pathologic and dangerous. If the contractions 
become more frequent and prolonged so that there 
is hardly any interval, there arises a condition 
called tetany uteri, which almost always results in 
foetal death. 

Such excessive contractions may occur in labor, 
but they generally come on later. They are often 
the reaction of the uterus to obstacles to delivery 
and so occur in contracted pelves, bad presentations, 
etc. They are excited by operative interference. 


The management of excessive contractions to 
prevent foetal death is to control the contractions. 
The best means is the hypodermic injection of 
One-fourth grain of 


morphine, and anesthesia. 
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morphine is generally sufficient in the first stage 
of labor. If necessary, this dose could be repeated, 
for at this time there is little danger of morphine 
affecting the child. In the second stage, ether 
may well be combined with morphine or substituted 
for it. Should the obstacle to delivery that excites 
the excessive uterine contractions be at the obstet- 
ric outlet, that is, should the head be on the peri- 
neum and held back by a tense, unyielding vulvar 
ring, episiotomy should be done. If the head is 
not at the vulva but down in the pelvis and the 
cervix is well dilated, and if, in spite of morphine and 
anesthesia, the danger to the child is great, forceps 
may be applied. Asa rule, however, forceps will in- 
crease the danger of foetal asphyxiation and should 
not be used unless an easy and quick extraction is 
possible. Epwarp L. CorNeELL. 


Robertson, T. B.: The Fortuitous Origin of De- 
partures from the Normal Period of Gestation 
in Man. Am. J. Obst., N. Y., 1915, lxxi, 916. 


After a technical discussion of his investigations, 
Robertson gives the following summary: 

From a statistical investigation of 511 normal 
confinements of South Australian females, compris- 
ing 247 confinements yielding male infants and 264 
confinements yielding female infants, the conclusions 
are as follows: 

1. The mean length of periods of gestation yield- 
ing males is 282.5 days with a probable error of 
+0.55 days and a variability of 4.47 per cent. 

2. The mean length of periods of gestation yield- 
ing females is 284.5 days with a probable error of 
+0.57 days and a variability of 4.85 per cent. 

3. The probabilities of the truth of the conclusion, 
based upon the above estimates, that the periods of 
gestation yielding females are longer than those 
yielding males, are 142 to 1. 

4. There is only one period, the “normal” 
period, at which the percentage of infants delivered 
by normal mothers attains a maximum. Sub- 
sequently to a very early period in the development 
of the foetus, there is no evidence of a critical period 
in the intra-uterine growth of man such as occurs in 
the intra-uterine growth of guinea pigs. 

5. The deviation of normal periods from the mean 
are fortuitous in origin. 

6. The chances are a million to one against a 
male child being delivered at the termination of an 
otherwise normal pregnancy before 224 days or of a 
female child before 222 days after the onset of the 
last menstruation. Hence all seven-month children 
(210 days) may legitimately be regarded as the 
fruit of pathological pregnancies. 

7. The length of the period of gestation is very 
much less variable in normal females, than the 
weight of the infant which is delivered. From this 


fact it is inferred that the length of the period of 
gestation in normal females is primarily determined, 
not by the foetal development, but by a maternal 
cycle of events which is to a considerable extent 
independent of the stage of development attained 
by the foetus. C. H. Davis. 


Stroud, J. B.: Some Unusual Cases of Obstetrics. 
Lancet-Clin., 1915, cxiii, 688. 

Stroud records the following cases of obstetric 
abnormalities: 

1. The first case was post-partum hemorrhage 
in a woman who was confined at 6:30 p. m. and was 
found at 8:30 p. m. unconscious, pulseless, the 
bedding soaked with blood. Pituitrin was admin- 
istered, the uterus emptied of blood-clots, and 
forced contraction administered bimanually. After 
being given 40 drops of fluid extract of ergot, the 
patient recovered. 

2. The second was a case of complete placenta 
previa, in a woman eight months pregnant, who had 
had hemorrhage for two months. The cervix 
was dilated sufficiently to admit two fingers. The 
placenta presenting no margins, the fingers were 
forced through releasing the fluid; the head plug- 
ging the opening stopped the hemorrhage. The 
child was stillborn. The mother’s recovery was 
uneventful. 

3. Two cases of marginal placenta previa were 
brought to a climax at the seventh month. Both 
cases had been having hemorrhage for two weeks 
and had sudden terrific haemorrhages, the cervix 
not being dilated. They were delivered under 
anesthesia; both did well. 

4. Two cases of face presentation were delivered 
uneventfully. 

5. This case was a monstrosity born to a IV-para. 
There was foot presentation, and the pains were 
good. Traction was made and forceps applied to 
the hips to no avail. Version was done, but de- 
livery was impossible. A diagnosis was made of 
infantile ascites, and the abdomen was punctured 
and a gallon of fluid drawn off. A stillborn child 
was delivered in two minutes. Its arms and legs 
were short; it had no joints at the elbows and knees; 
it had six fingers and toes one-fourth inch long; its 
sexual organs were poorly developed; it had a cleft 
palate. The mother’s recovery was uneventful. 

6. In acase of eclampsia version was attempted, 
the hand and cord obstructing delivery. The child 
was stillborn, the mother recovered. 

7. A girl of 14 had headache and repeated con- 
vulsions. Chloroform was administered and a 
child delivered. Morphine was subsequently used. 
The author uses morphine as he considers veratrum 
viride not safe. Chloral and bromides are also 
efficient. H. G. Garwoop. 


| 
i 
| 
4 
| 
. 
i 


GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Friedman, G. A.: The Influence of Removal of 
the Adrenals and One-Sided Thyroidectomy 
upon the Gastric and Duodenal Mucosa: 
the Experimental Production of Lesions, 
Erosions, and Acute Ulcers. J. Med. Research, 
1915, XXxii, 287. 

The scope of this work consisted of the following 
experiments: 

1. Extirpation of the adrenals in rabbits and in 
dogs. 

2. Extirpation of the adrenal on one side and 
removal of a thyroid lobe on the same side or the 
opposite (in one sitting) in rabbits. 

3. One-sided thyroidectomy in rabbits and dogs. 

4. Repeated intravenous injections of com- 
mercial thyroid gland. 

The results of the experiments presented in this 
communication, and in a previous one (abstracted 
in a former issue) may be summed up as follows: 

1. Adrenal hypofunction causes lesions in the 
stomach in rabbits and dogs. 

2. An excess of thyroid gland, as produced by 
repeated intravenous injections, was probably re- 
sponsible for the gastric lesions of two dogs and of 
one rabbit of four animals experimented upon. 

3. Thyroid hypofunction caused the appearance 
of duodenal lesions in five animals out of six. 

4. An excess of adrenalin, produced by repeated 
injections of the drug, led to the appearance of 
lesions in the duodenum of dogs. 

5. The simultaneous production of adrenal and 
thyroid hypofunction did not lead to any lesions 
in the stomach, nor in the duodenum in rabbits. 

6. When after removal of one adrenal the other 
became hypertrophied, lesions were seen in both 
viscera of three rabbits and in the duodenum of one. 

From the author’s experiments it seems probable 
that gastric lesions might be dependent upon 
adrenal insufficiency as well as upon an excess of 
thyroid gland; duodenal lesions on the contrary 
upon thyroid hypofunction as well as upon excess 
of adrenalin. Gastric and duodenal lesions might 
be dependent upon the alternating effect of adrenal 
hypo- and hyperfunction. Georce E. 


O’Farrell, T. T.: Adenocarcinoma (Mesothelioma) 
of the Kidney. Med. Press & Circ., 1915, cl, 614. 
The author reports a tumor of the kidney with 
the above diagnosis, the patient being a girl 6 years 
of age. He reviews the factors to be considered 
in arriving at a diagnosis of kidney tumor, and 
Adami’s classification of tumors is given in tabular 
form, a special description being given of two groups, 
teratoblastoma and mesothelial blastoma. 


The tumor reported is a member of the latter 
group, as its cells all conform to a single type. 
While the microscopic appearance suggests the 
diagnosis “adenocarcinoma,” mesothelioma is the 
better term, since the tumor springs from the meso- 
blastic tissues of the kidney, and such tumors, as 
pointed out by Adami, often have cells of an em- 
bryonic appearance, which when of slow growth 
simulate epithelial cells with an acinous arrange- 
ment; when the growth is more rapid the appear- 
ance is that of sarcoma. S. W. Moorweap. 


Copeland, E. P.: Cases of Pyelitis in the Young. 
Virg. M. Semi-Month., 1915, xx, 140. 

The author states that the recognition of this 
disease requires no special astuteness on the part 
of the physician, and he urges that the examination 
of the urine be made a part of the routine examina- 
tion of every patient with fever, if not indeed with 
every patient. No doubt the difficulty of securing 
the necessary specimen, especially in the female, in 
which sex the vast majority of cases occur, has much 
to do with the omission of the most important part 
of the investigation. He cites 3 cases. The first 
case, a white female, aged one year, seems to have 
been an extension of infection from the vulva. The 
second case, a white female, aged 19 months, was 
due to an extension from the discharges incident to 
a gastro-intestinal attack. The third case, a white 


female, aged 4 years, was probably a direct infection 


from the intestine in a child with greatly lowered 
resistance. 

A catheterized specimen in all cases showed count- 
less pus-cells in the urine. In the treatment of 
these cases no attempt was made to urge food upon " 
them. They were kept at absolute rest in bed and, 
with the exception of being given water when poss- 
ible and the necessary medicine, they were left alone. 
The medication consisted in the use of potassium 
acetate, 30 grains daily, continued over a period of 
48 hours, hexamethylenamine, 20 grains a day, 
over the same period, and a repetition of the cycles 
until the clinical symptons disappeared. 

C. R. O’CrowLeEy. 


Watson, J. H.: Ureteral Stone, with Special Refer- 
ence to Those in the Pelvic Ureter. Brit. M.J., 
1915, i, 993. 

Watson recommends for the recognition of 
ureteral calculi a routine examination, utilizing the 
simpler methods first, consisting consecutively of 
(1) history, (2) general examination, (3) examina- 
tion of the urine, (4) radiography, (5) cystoscopy. 
Interesting in this connection is the author’s state- 
ment that ureteral catheterization with wax-tipped 
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bougies is a questionable refinement which is ouly 
available in women. By carrying out the examina- 
tion in this sequence many complicated conditions 
which formerly were only suspected may be cleared 
up so that by the time the patient arrives in the 
operating theater, the surgeon has every detail at 
his disposal whereby he can arrange his operation 
with every prospect of success. 

The general effects of ureteral calculi may be due 
to (1) mechanical obstruction, (2) infection (pyelitis, 
pyelonephritis, pyonephrosis), (3) secondary effects 
on the nervous system, (4) local effects on the ureter 
(mechanical and inflammatory). 

The similarity of the referred pain in stone of the 
ureter to the predominant symptom of stone in the 
bladder can be explained on the basis of the nerve 
supply of the ureter which is chiefly composed of an 
anastomosis of sympathetic fibers in the outer and 
muscular coats of the ureter and which is derived 
from various plexus lying in relation to it. The 
nerves reaching the ureter come from the last dorsal, 
upper lumbar, and sacral segments via these plexus. 
Strong afferent impulse to the cord will set in play, 
by over-stimulation, one or other nerves of the lum- 
bar or sacral plexus, according to the segment most 
involved, bringing about a visceromotor and viscero- 
sensory reflex, resulting in increased muscular 
rigidity and painful sensibility to the referred area. 

In a similar manner can be explained the pain at 
the end of the penis in the presence of ureteral stone, 
since the constitution of the vesical plexus is re- 
sponsible for the innervation of the lower ureter. 
The vesical plexus is formed by nerve-fibers from 
the upper lumbar segments via the hypogastric 
plexus and from the upper sacral segments via the 
pelvic plexus, which are intercommunicating. By 
intense stimulation of the visceral nerves, due to 
ureteric contractions, an irritable focus is produced 
in the cord, involving especially the part from which 
the dorsal nerve of the penis originates; namely, the 
second and third sacral and causing a true viscero- 
sensory reflex. 

Regarding the operative treatment of ureteral 
calculi Watson emphasizes the difficulty of the 
surgery of the lower ureter, citing two observations 
of his own, and recommends for this class of cases 
the routine employment of less hazardous pro- 
cedures, as presented by the operative cystoscope. 

M. KrotoszyNer. 


BLADDER, URETHRA, AND PENIS 


Blackburn, A. E., and Cook, W. W.: Fracture of 
the Pelvis, with Extraperitoneal Rupture of the 
Bladder. Lancet, Lond., 1915, clxxxviii, 1132. 


The authors report a unique, interesting, and 
instructive case of pelvic fracture with accompany- 
ing bladder injury. 

The injury came from an unaccountably slight 
injury, the man, a horse-dealer, leaping astride a 
horse bareback, in no way different from his usual 
custom. There was no jar or jolt. Immediately 


he became disabled and examination showed a 
fracture and accompanying separation in the ramus 
of the left pubic bone more than six inches in 
width. The bladder was torn extraperitoneally 
sufficiently to admit the entire hand. No suturing 
of the bladder was attempted, and in the end re- 
covery was complete in every way, apparently the 
bladder function being normal. A Trendelenburg 
splint was used to bring the broken bones together, 
this means having recently been suggested by some 
French genito-urinary surgeon. Immediately on 
reduction by this means all the severe subjective 
symptoms became minimized. The slight force, 
the extensive damage, permitting the bladder to go 
without suturing, and excellent results, surely make 
an unusual combination. F. R. CHArtTon,. 


Barnett, C. E.: An Unusual Bladder Tumor (Car- 
cinoma). Urol. & Cutan. Rev., 1915, xix, 321. 


Barnett reports the case of a woman, 56 years 
old, who was troubled with hematuria and distress- 
ing pain in the bladder, She weighed 200 pounds 
and was intensely nervous. Her trouble began 
five months previous to the time Barnett saw her. 
Her history revealed nothing striking. Cystoscopy 
showed a bladder growth but bleeding was so pro- 
fuse that no positive statement could be made. The 
author was suspicious of tuberculous kidney in spite 
of finding the vesical tumor. Tuberculin skin 
reaction was positive. 

A subsequent cystoscopy showed the tumor per- 
fectly, the size and shape of a hulled walnut, directly 
behind the symphysis or occupying edges of the 
roof toward the left center on a line opposite to the 
left ureteric ostium. The diagnosis was papillary 
cancer. 

At operation, upon opening the peritoneum, Bar- 
nett found an extension of carcinoma through the 
anterior wall of the uterus directly into the bladder 
and extending up to the anterior abdominal parietes; 
posteriorly there was an advancement of the carcino- 
ma into a mass of ileum and sigmoid; laterally the 
uterus was free from adhesion. No attempt was 
made at removal. H. W. E. WattHErR. 


Schapira, W. S.: Gummatous Ulceration of the 
Bladder. Am. J. Surg., 1915, xxix, 213. 


The author reports an interesting case of this con- 
dition in a man 46 years old, whose primary infec- 
tion was acquired 17 years before. Owing to in- 
sufficient treatment, skin manifestations having 
appeared, in 1912 he received five injections of 
salvarsan. Two years later he consulted the 
author for severe cystitis, the urine being very foul 
and purulent and the patient in poor condition. 
The Wassermann test was negative. The author 
made the diagnosis of ulceration and gumma of the 
bladder owing to the presence of an ulcerated patch 
with infiltrated edges and ragged base on the left 
side of the bladder below the ureter, smaller ulcers 
to the right of it and a white glistening mass on the 
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left. An intravenous salvarsan injection was given 
and a week later the Wassermann test was strongly 
positive. 

The treatment carried out was curetting and 
cauterization of the ulcerations with the operating 
cystoscope, drainage by catheter for ten days, 
mercurial injections and inunctions for two weeks, 
followed by potassium iodide. 

The symptoms were much improved at the end of 
a month and cystoscopic examination showed no 
ulcerations or tumor. A month later the Wasser- 
mann test was negative, the patient was in perfect 
health and had gained 15 pounds. ‘The author calls 
attention to the following points: 

1. The long delayed appearance of syphilitic 
ulceration in the bladder after the initial lesion. 

2. The negative Wassermann reaction turning 
to positive after the injection of salvarsan. 

3. The quick response to antisyphilitic treat- 
ment. Horace BINNEY. 


GENITAL ORGANS 


Cooke, J. V.: Chorio-Epithelioma of the Testicle. 
Bull. Johns Hopkins Hosp., 1915, xxvi, 215. 


The author finds 46 cases of this tumor recorded, 
the nature of which was first recognized by Schal- 
genhaufer in 1902. He reports the following case: 

A man 26 years of age, with negative past history, 
had been ill for five days with cramp-like abdominal 
pain and vomiting of brownish-red material, severe 
headache, and partial loss of vision. On admission 
to the hospital he was semistuporous. There was 
a round, firm tumor of the right testis, dull to 
percussion and opaque. ‘There was also slight 
hypertrophy of the breasts. The stupor, pain, 


and vomiting at intervals continued, death occur-: 


ring the third day after entrance to the hospital. 
Autopsy showed a chorio-epithelioma of the right 
testis with metastases to the brain, liver, kidneys, 
stomach, peritoneum, and thyroid. A study of 
these 47 cases brings out the following points: 

The majority of cases occurred between the ages 
of 20 and 46; the proportion of involvement of left 
over right was 6 to 5; the duration was from two 
months to two and one-half years. Only one case 
is known to be well five months after operation; 
in 17 the results of the operation were not given; 
the remainder were fatal. The symptoms are those 
of a rapidly growing malignant testicular tumor. 
In two cases hypertrophy of the breasts with secre- 
tion of a colostrum-like fluid were noted. 

The microscopic character of the tumor is its 
composition of large, faintly staining, polygonal 
cells of the Langhans type, and, among these, 
multinucleated islands of syncytium are scattered. 
In some cases, teratoblastomatous elements are 
found. The metastases are similar in structure 
to the original tumor. 

The mammary hypertrophy is_ theoretically 
explained by the presence of a substance, like a 
placental hormone, occurring in the tumor. 
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A considerable portion of the article is devoted 
to the various theories which have been advanced 
to explain the embryology and pathogenesis of the 
disease. Horace Binney. 


Asch, J. J.:_ Acute Gonorrheeal Epididymitis and 
Its Treatment. Am. J. Surg., 1915, xxix, 200. 


The author treats acute gonorrhceal epididymitis 
in the following way: The scrotum over the 
epididymis is painted with tincture of iodine. Two 
to 6 ccm. of a sterile 2 per cent novocaine solution 
is injected into the inflamed epididymis, a very 
fine needle being used. The needle is inserted 
into the skin but once, and a number of different 
times into the epididymis. This produces slight 
momentary pain, which ceases as soon as the fluid 
enters the epididymis. All pain disappears at the 
end of a few hours, and patients are generally able 
to return to work immediately. The temperature 
returns to normal within forty-eight hours. Aside 
from a suspensory, no other treatment is used. 

The author believes that this is much preferable 
to any of the older recognized treatments; and that 
in cases in which the tail of the epididymis alone 
is involved, the epididymitis is aborted. 

B. S. BARRINGER. 


Jost, W. E.: The Surgical Treatment of Seminal 
Vesiculitis. Med. Fortnightly, 1915, xlvii, 141. 


Jost reports the uniformly successful cure of 9 
cases of chronic seminal vesiculitis by vasostomy 
and the injection of 1o per cent argyrol. The 
diagnosis was based upon rectal palpation and the 
microscopical examination of the vesicular contents 
obtained “only after the urethra had been thorough- 
ly irrigated and the prostate emptied.” The 
bladder was then re-distended and the contents 
of the vesicles massaged out by moderate pressure 
from above downward. 

The operative technique consists in exposing the 
vas through a small incision at a place correspond- 
ing to the. high varicocele incision under local 
anesthesia. It is separated from other structures 
of the cord and a small incision made into it. 
Through this opening the cannula of a syringe is 
introduced and 2 ccm. of a 10 per cent solution 
of argyrol are injected into the seminal vesicles. 
The tissue of the cord is then stitched to the scrotum 
and a strand of black silk-worm gut inserted into 
the opening in the vas. The injections are made 
daily for five days. Frank Hinman. 


Gunn, L. G.: Carcinoma of the Prostate. Am. J. 
Urol., 1915, xi, 243. 

The three points to which Gunn directs attention 
are: (1) its relative and increasing frequency; (2) its 
relation to the hypertrophied prostate; and (3) its 
diagnosis. Sarcoma of the prostate he considers 
rare. He reviews the collected statistics from the 


earliest (Tanchou, 1830 to 1840) up to the latest 
period (Young, 1912). 
Albarran in 1906 found to carcinomatous pros- 
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tates among 100 patients supposed to be suffering 
with hypertrophy of that organ. Lewisohn in 
1909 reported 18 cancers in 147 prostatic cases. 
Young in 1912, 42 in 400 cases. Gunn himself 
proved 17 prostates out of 133 cases to be carcinoma- 
tous. 

The author recognizes 4 clinical types of the 
prostate gland: (1) the small, firm, fibrous prostate; 
(2) the large, elastic prostate; (3) the lumpy, ir- 
regular’ prostate; and (4) the carcinomatous pros- 
tate. Gunn goes extensively into the theories as 
to whether the enlargement in prostates is a hyper- 
trophy, is inflammatory, or is tumor formation. 

The three points that might help in making an 
early diagnosis are: (1) the occurrence of pain with- 
out obvious retention of urine; (2) a disproportion 
between the symptoms complained of and the con- 
dition found on rectal examination; and (3) the 
rapid onset of symptoms, progressing as far in six 
months as an average case would in two or three 
years. For this type of case he is an advocate 
of the radical operation. H. W. E. WALTHER. 


Casper, L.: Hypertrophy of the Prostate and 
Tumors of the Prostate (Prostatahypertrophie 
und Prostatatumoren). Med. Klin., Berl., 1915, 
xi, 633. 

Casper demonstrated two cases; one a man of 62 
with hypertrophy of the prostate, the other a man 
of 65 with cancer of the prostate, and compared the 
symptoms in the two conditions. The disease 
began in both cases with tenesmus and pain, both 
showing remissions at first under treatment. Both 
patients suffered a decline in general health; in 
both there was pus in the urine with colon bacilli. 

In: the patient with hypertrophy the decline in 
general health was temporary; when the bladder 
was emptied and cleansed he regained appetite and 
weight, the condition of the urine improved, and 
the tenesmus and pain disappeared. 

The patient with cancer grew gradually worse; 
irrigation of the bladder had practically no effect, 
and it required increasing doses of morphine to 
control the tenesmus and pain. Palpation in the 
hypertrophy case showed the organ to be smooth, 
soft, and movable, while the cancer was hard, nodu- 
lar, and showed projections connecting with 
masses in the pelvis. There was some difficulty 
in introducing a catheter into the bladder in the 
hypertrophy case, but it was almost impossible 
in the cancer case. This distinction does not al- 
ways hold good, however, for in some cases of hy- 
pertrophy it is almost impossible to introduce an 
instrument on account of the large size of the 
gland. There was no hemorrhage in either of 
these cases, but there is apt to be quite profuse 
bleeding in hypertrophy; while in cancer there is 
little or none. The treatment of cancer of the 
prostate is practically hopeless. Casper has never 


seen a case recover, either with or without operation. 
He has been greatly disappointed in the results of 
réntgen and radium treatment, for he finds that they 
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have no effect, except a slight subjective improve- 
ment that might be brought about by any new 
form of treatment. The pain may be relieved by a 
permanent suprapubic fistula. 

In both cancer and hypertrophy the urinary 
retention may be relieved by catheterization. Of 
course there is always the possibility of infection, 
but this may be guarded against in great measure 
by the strictest asepsis, and many patients live 
comfortably for many years with daily catheteriza- 
tion. Catheterization need not be begun till 
there is more than 300 gms. of residual urine, unless 
the bladder is unusually small. 

Suprapubic prostatectomy is the best operation 
for hypertrophy of the prostate when operation be- 
comes necessary, but Casper advises operation only 
for strict indications, for the operative mortality 
varies from 5 to 20 per cent. As the patients are 
generally old men with arteriosclerosis it is difficult 
to avoid a considerable number of fatalities. Op- 
eration is indicated only when conservative methods 
of treatment do not relieve the tenesmus, and it is 
impossible for the patient to rest at night; or when 
catheterization is impossible or extremely difficult, 
so that the danger of infection is increased. Re- 
peated hemorrhage and repeated formation of 
vesical calculi may also furnish indications for op- 
eration. Radium and réntgen treatment are in- 
effective in hypertrophy of the prostate also. 

A. Goss. 


Balch, F. G.: A Report of Some Cases of Perineal 
Prostatectomy. Boston M. & S. J., 1915, clxxii, 
5°7- 

Balch obtained good results by perineal prostatec- 
tomy where anesthesia was produced by intraspinal 
injection of tropococaine. The patients could eat and 
drink immediately after operation. They had none 
of the untoward symptoms usually accompanying 
the use of ether anesthesia in men with very athero- 
matous vessels or in those suffering from irritation 
of the bronchial mucous membrane. 

In all his cases he used the V-incision with the point 
infront. He prefers this method of approach to the 
central incision, because he believes that by cutting 
off the raphé and pulling the bulb forward he can 
secure an additional space of about one-half an inch, 
so that a finger can be inserted. He makes no wide 
dissection of the base of the bladder, but opens the 
membranous urethra on a sound, and, pushing a 
finger forward through the prostatic urethra into 
the bladder, examines the prostate thoroughly. He 
then breaks through on the floor of the prostatic 
urethra, enucleates first the lobe on one side and then 
the lobe on the other. By this procedure he has 
very little trouble to get the whole prostate. He 
uses a drainage tube which he fastens with a suture 
into the skin holding it over into one angle of the 
incision and brings the raphé into position again 
with buried chromic catgut sutures. He also uses a 
cigarette wick in the other angle of the incision. 

After being returned to the ward the patients are 
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put on a treatment of constant irrigation from twelve 
to twenty-four hours, after which the wick is re- 
moved a few hours before the tube. The most 
advantageous feature of this technique is the lack 
of hemorrhage. Patients are up in a chair from one 
to four days after operation, and urine comes through 
the penis in from two to fourteen days. A prelimin- 
ary cystoscopy is necessary, because in cases with 
diverticula and bladder tumors the operation must 
be performed by the suprapubic route. J. Rappa. 


Packard, H.: Prostatic Surgery in the Light of 
Recent Progress. Surg., Gynec. & Obst., 1915, xx, 
725. 

The early years of prostatic surgery were unsatis- 
factory because bladders were frequently septic 
from the establishment of the catheter habit. A 
great change has come about as a result of publicity 
and the urging upon the general practitioner of the 
necessity of operation while the patient’s bladder 
is still clean. A prostatectomy performed at the 
time of election, namely, before cystitis has occured, 
before atony of the bladder has taken place, and 
while the patient’s general vitality is still good, is, 
under modern methods, a simple and safe operation 
and ranks with the best of surgery. 

The question of route has been discussed so widely 
that no further comments are necessary. The 
question, if one still remains, is rapidly settling 
itself, for 99 per cent of prostatectomies, the world 
over, are now performed by the suprapubic route. 
In Europe the suprapubic route is generally used, 
but a few American surgeons still exploit the 
perineal route. 
over the perineal are: 

1. Ultimate perfect healing of the wound. 

2. Continence and control of urinary flow. 

3. Preservation and safety of important anatom- 
ical structures (rectum, perineal muscles, membrane 
urethra, seminal ducts). 

4. The operation is soon over — not over eight 
or ten minutes — with correspondingly little shock 
to the patient. 

5. But little is required in the way of anesthesia 
and there is a corresponding absence of post- 
anesthesia disturbance. 

6. The control of hemorrhage is easy through 
massage of the floor of the bladder. 

7. Accessibility of wound for after-care and pres- 
ervation of sepsis. (It has been the experience of 
the author that female nurses are diffident about 
caring for prostatectomy cases, therefore the after- 
care, as far as hospital nursing is concerned, falls 
largely into the hands of the orderly, who at best is 
not well trained for accurate, careful, skillful 
nursing.) 

Hemorrhage after prostatectomy is prevented 
by massage of the floor of the bladder and about the 
margin of the prostatic wound. This is accomplish- 
ed with one finger in the rectum and one finger deep 
in the bladder with massage-like pressure for a few 
moments all over and about the tissues involved in 


The advantages of the suprapubic 
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the enucleation. Cases which are clean at the time 
of the operation remain clean through convalescence 
if the operation be performed in a strictly aseptic 
manner. The forefinger which does the enucleation 
should be covered with a sterile rubber glove. 
Scissors or other instruments for breaking away 
through the bladder mucous membrane for begin- 
ning enucleation are unnecessary. At the anterior 
commissure of the prostatic collar a vulnerable 
point exists which breaks down at once under 
moderate finger-pressure and from this, enucleation 
rapidly proceeds right and left by insinuating the 
finger between the capsule and sheaf. Gas and 
oxygen anesthesia, supplemented by a very little 
ether vapor, gives the best results. Spinal anes- 
thesia is very good if everything goes well but now 
and then fails to produce the desired complete 
anesthesia, and may be a menace to the patient if 
the case turns out to be one in which the Trendel- 
enburg posture is desirable. 


MISCELLANEOUS 


Harris, S. H.: Some Observations on the Diagnosis 
and Surgical Treatment of Pyuria. Med. J. 
Austral., 1915, i, §73- 


Harris discusses the use and advantages of the 
operating cystoscope, especially in the removal of 
small calculi from the lower end of the ureter. He 
advocates ureteric meatotomy as an easy and 
comparatively simple way of extracting such cal- 
culi, but does not mention any after-effects, if there 
are such, such as stricture of the ureteric orifice. 

Harris is quite insistent upon the necessity of 
free and prolonged drainage of an infected kidney. 
He does this by means of a large ureteral catheter, 
No. 11 F., and says he has retained this catheter in 
the kidney for as long as fourteen days. Several 
case reports illustrate the points brought out in 
the paper. J. DELLINGER BaRNEY. . 


Hyman, A.: The Application of Modern Urological 
Methods in the Diagnosis of Surgical Condi- 
tions of the Urinary Tract. Am. J. Surg., 
IQIS, XX1X, 204. 

The author describes modern urological methods 
as used at the Mt. Sinai Hospital. Réntgenography 
is part of the routine examination of every patient 
in whom there is even a suspicion of a urological 
condition. 

Réntgen rays will show renal calculi in probably 
98 per cent of cases. In cases where stones do not 
show up, but are suggested, pyelography is employed. 
In pyelography, 15 per cent argyrol or collargol 
is injected with a syringe, not by the gravity method. 
In testing the functional capacity of the kidneys 
at this hospital, they rely almost entirely on indigo- 
carmin. 

Ureteral calculi are much more difficult to diag- 
nose than renal. Radiographs with a lead catheter 
or ureteral pyelograph usually disclose the stone. 
The author believes that the ureteral catheter will 
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encounter distinct obstruction in 75 per cent of 
all ureteral stones. 

He also uses the wax-tipped catheter. The 
réntgenogram demonstrates one of the following 
changes: 

1. Dilatation of the ureter at the site of or 
above the obstruction. 

2. The dilatation may be diffuse, involving the 
entire course of the ureter above the obstruction. 

3. The absence of silver above the réntgen-ray 
shadow, combined with its presence below, may be 
considered absolute proof of the intra-ureteral 
obstruction. 

In the diagnosis of tuberculosis of the renal 
tract, the author especially emphasizes the value 
of tuberculin injections as an aid to diagnosis; but 
he says that a general minus a focal response is of 
no practical value, as a most careful examination 
cannot exclude tuberculosis in other parts, which 
may give the general reaction. __B. S. BARRINGER. 


Moorhead, S. W.: Improved Battery for Cystos- 
copy. Am.J. Urol., 1915, xi, 184. 


By means of an ammeter attached to a dry cell 
battery the author attempts to overcome some of the 
limitations of the ordinary dry cell battery, the use- 
fulness of which is manifested particularly in its 
portability and freedom from shock-giving pro- 
clivities. These advantages are often offset by two 
disadvantages: (1) the cells require renewal at not very 
great intervals, and (2) the decrease in current is 
sometimes so rapid that it is not possible to com- 
plete an examination of the bladder without altering 
the resistance in the rheostat. This the author 
believes he has overcome by attaching an ammeter 
to the storage battery, so that one is in a position 
to know just how much current is required for illumi- 
nation. If, during the examination, the illumina- 
tion becomes unsatisfactory a glance at the dial 
indicates whether the fault lies with the electric 
supply or whether it is to be sought in other direc- 
tions. H. L. KretscHMER. 


Pedersen, V. C.: Urinary Lithiasis. N. Y. M. J., 
1915, Ci, 933- 

The author reports details of cystoscopic and 
réntgenologic examinations and the operative 
findings in several cases selected from his clinic 
during 1914, discussing their points of special in- 
terest. 

The first case, a boy aged 16, with a diagnosis of 
multiple vesical calculi, presented peculiarities in 
the long duration of symptoms and the youth of the 
patient, the presence of three large calculi producing 
comparatively little disturbance of the bladder. 
Litholapaxy was done under ether and recovery 
without lesion took place. The patient was ad- 
vised to have subsequent cystoscopic examinations, 
to abstain from alcohol and to restrict his diet in an 
endeavor to prevent re-formation of stones. 

The second case, a man, aged 22, with a diagno- 
sis of ureteral stone, presented the incidental obser- 
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vance of the transit of a stone from nearly the pelvic 
brim to the mouth of the ureter. There was a 
severe, almost sloughing condition of the right 
ureteral opening during the actual delivery of the 
stone, but the case was marked by absence of ure- 
teral and urethral colic during the final stages of 
transit, the absence of classic symptoms of stone 
in the bladder and, finally, by a pulsation of the 
bladder floor during and after the exit of the stone 
from the ureter. 

In the third case, a man aged 58, a diagnosis 
was made of vesical lithiasis secondary to ureteral 
lithiasis. The interest in this case rests on a history 
of 37 years. The ureteral catheter passed the stone 
during the functional test, the stone being automat- 
ically delivered into the bladder without great 
disturbance to the patient. A large fragment of 
the stone was caught among the trabeculations of 
the bladder. 

In the fourth case, a woman aged 37, a diagnosis 
was made of multiple renal calculi. In this case 
two well marked stones in the left kidney were well 
borne, with little disturbance to the organ or its 
function. One of the stones was turned on its axis 
by the passage of the X-ray catheter beyond it. 
The case was marked by a very brief history, severe 
subjective symptoms and slight objective symptoms. 

In the fifth case, a man aged 36, a provisional 
diagnosis of vesical tumor was made; the final 
diagnosis was vesical stones. The history was of 
only three weeks’ duration. There was an apparent 
absence of ureteral symptoms but vesical signs were 
prominent. The stone was removed with the opera- 
tion cystoscope, followed by uninterrupted conval- 
escence and the discharge of the patient the day 
after operation, showing how insignificant is the result 
of such an operation on the bladder, the urethra, and 
the patient. 

In the sixth case, a man aged 27, a provisional 
diagnosis was made of eczema of the lip; the final 
diagnosis was vesical lithiasis. Although the patient 
presented himself for a mild skin infection of the lip, 
in obtaining the history it was found that he had 
radiating pain in the right abdomen; pronounced 
ardor urine at times; the bladder felt empty after 
urination; there was no tenesmus present. A very 
peculiar feature in this case consisted in numerous 
phosphatic calculi which rolled about the bladder 
under movements of respiration or with the irrigat- 
ing fluid without obvious irritation to the organ. 
At the time of the report calculi were still being 
produced in large numbers. The microscope dis- 
closed nothing of pathological importance. Sugar 
in the urine was the only element of disease. The 
case had not returned for operation when reported. 

In the seventh case, a man aged 49, 4 provisional 
diagnosis of hematuria was made; the final diagno- 
sis was lithiasis with hematuria. The case had 
been previously operated upon elsewhere for nephro- 
lithiasis. At the time of examination there were 


symptoms of frequency and urgency of urination, 
with bleeding and acute urethral pain. 


Cystoscopy 


i 
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revealed an irregular stone, which was removed by 
litholapaxy. With reference to previous operation 
for nephrolithiasis, the author makes the statement 
that abdominal pain which cannot be absolutely 
settled as to origin warrants a cystoscopic examina- 
tion with suitable exploration of the ureters and 
kidneys and an X-ray examination. In this case a 
peculiar circumstance arose in that before the final 
cystoscopic examination, the patient developed a 
profound jaundice which was very slow in subsiding. 
The final cystoscopy resulted in normal findings. 

The author emphasizes the importance of after- 
care in all these cases of lithiasis. They should be 
instructed to abstain from alcohol, to adhere to a 
very bland diet, and to submit themselves to 
thorough cystoscopic examinations several times 
a year. G. J. THomas 


Boerner, R., and Santos, C.: New Electrodes in 
the Treatment of Gonorrhoea by Means of 
Diathermy (Uber cine neue Art Elektroden zur 
Behandlung der Gonorrhée mittels Diathermie). 
Zischr. f. Urol., 1915, ix, No. 1. 


The apparatus is described in detail and the 
technique is considered. The length of application 
is one hour at a temperature of 43-44-45° C. The 
highest temperature that can be employed depends 
upon the susceptibility of the individual patient. 
Anesthetics are not employed. The danger of 
producing burns does not exist with careful applica- 
tion of the electrodes. The results obtained with 
diathermy were good. In three cases of acute 
gonorrhoea complete cure was obtained after one 
or two applications of one hour each. Chronic 
gonorrhoea was in all cases influenced very favor- 


ably, strictures and infiltrations disappearing in a ° 


short time. The results in acute and chronic 
prostatitis were excellent. A. Goss. 


Hinman, F.: The Preparatory Treatment of Uro- 
logical Operations. Bull. Johns Hopkins Hosp., 
1915, Xxvi, 158. 

This paper presents briefly the methods in use 
at the urological clinic of the Johns Hopkins Hos- 
pital in the estimation of clinical risk and in the 
preparatory treatment of these cases for operation. 
In determining the true clinical condition of the 
patient the routine history and physical examina- 
tion of the patient are of first importance. A care- 
ful chemical and microscopical examination of the 
urine, an estimation of total renal function by means 
of phenolsulphonephthalein, and a blood-pressure 
determination are considered essential parts of the 
routine physical examination. This early study 


indicates special lines of study that will probably 
prove most fruitful and eliminates others as need- 
less in estimating the true clinical risk. 

In case these clinical and laboratory studies give 
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normal or negative findings the case is considered an 
excellent surgical risk, and further study is not 
necessary. Usually disturbances of one kind or 
another are found. An infected urine demands 
careful investigation of the whole urinary tract. 
A low phthalein requires regular urinary studies, 
repeated phthalein tests, and an estimation of blood 
urea or blood nitrogen; and the presence of chloride 
retention or renal acidosis is investigated in special 
cases. Cardiac involvement demands daily blood- 
pressure estimations, repeated physical and elec- 
trocardiogram records. ‘These studies are all used 
to control treatment preparatory to operative inter- 
vention and to act as a basis in selecting the most 
favorable time for operation. 

The preparatory treatment of chronic nephritis 
necessarily varies with the character and extent of 
the disease. Forced feeding of water is valuable, 
but must be carefully controlled. Where nausea 
or vomiting are present the water should be given 
by infusion or per rectum. When acidosis or 
marked retention are present massive doses of soda 
bicarbonate often give gratifying results. Lactose 
or glucose may be advantageously combined with 
the soda bicarbonate. (Edema due to chloride 
retention demands a salt-free diet and nitrogen 
retention, regulation of the meat ingested. Sweat 
baths and bleeding by venous puncture are often 
useful. 

In cardiac cases lack of compensation, marked 
fibrillation, and acute conditions contra-indicate 
operation. Rest in bed, regulation of the fluid 
and food intake and the judicious use of strophan- 
thin and digitalis constitute the preparatory treat- 
ment. In cardiorenal risks, combined studies and 
so-called therapeutic tests are used to determine 
which factor, heart or kidneys, is the more respon- 
sible for the severe symptoms. Improvement of 
the renal condition under cardiac treatments in- 
dicates that the heart is largely responsible for the 
kidney disturbance, possibly a chronic passive con- 
gestion. The use of drugs to reduce pressure in the 
case of hypertension is contra-indicated. Rest in 
bed and regulation of diet is the best therapy. 
Several cases with a blood-pressure of over 210 mm. 
Hg. have been operated upon without a single 
complication due to the hypertension. Acute in- 
fections of all kinds are definite contra-indications 
to operation, unless directed primarily against the 
infection. Such infections demand careful watching 
to prevent their becoming acute. The significance 
of uninfected or infected bladders in the case of 
residual urine before operation is of considerable 
importance. The chronically infected case is a 
much safer risk for immediate operation. Urinary 
antiseptics, bladder and urethral irrigations, and 
even pelvic lavage when indicated should be rigor- 
ously followed. 
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EYE 


Tivnen, R. J.: Prognosis in Eye Injuries. 
J., 1915, xxvii, 448. 


Illinois 


Tivnen discusses a number of factors of especial 
value in making a prognosis. In its ultimate analy- 
sis the question of prognosis is one of diagnosis. 

Following the history of an injury it is well to 
observe a certain routine in the examination. The 
position of the patient, good illumination, specific 
instructions to the assistants, arrangement of the 
dressing table, and the use of a local anesthetic for 
inspection of irritable eyes. 

In addition certain details of investigation are 
of distinct service: smears and cultures, blood 
examination, urinalysis, skiagraph, the electric 
magnet, testing visual acuity, fields, etc. 

In estimating the prognosis, certain factors are 
to be considered: the age, the possibility of purulent 
processes in neighboring structures, and the presence 
of any general constitutional disease—tuberculosis, 
nephritis, syphilis, etc. In the latter disease a 
Wassermann test is of great aid in accounting for 
clinical processes quite inconsistent with the history 
of the injury. 

Reaction to an injury varies according to the 
specific tissue involved, infection, the chemical 
character of the substance introduced, the intelligent 
coéperation of the injured, together with the time 
which has elapsed since the injury. 

The sympathetic process should always be con- 
sidered. 

Burns by chemicals are particularly destructive. 
The severe reaction resulting from electric flashes 
are likely to be misleading in forming a prognosis. 

D. F. Harsripce. 


Ritchie, F.G.: An Improved Technique in Forming 
a Support for an Artificial Eye. J. Opth., 
Otol. & Laryngol., 1915, xxi, 492. 


The operation consists of a method of suturing 
the extrinsic bulbar muscles and the implantation 
in Tenon’s capsule of a suitably fashioned piece of 
rubber sponge. 

After a circumcorneal incision at the limbus the 
conjunctiva and capsule of Tenon are separated 
only as far as the attachment of each of the four 
recti muscles. A pair of advancement forceps are 
used to clamp down upon the tendon and super- 
imposed tissues while the suture is being placed, 
after which the attachment of the tendon from the 
globe is severed. A continuous purse-string is 
employed for this purpose and takes in the four recti 
muscles near their attachment to the giobe as well 
as a stitch through the conjunctival tissue lying 


between each of these muscles. After removing the 
eyeball a sphere of rubber sponge, slightly smaller 
than the enucleated globe, is introduced and the 
suture tied. 

The author claims for the operation, excellent 
movement of the stump, while the rubber sponge is 
well tolerated by the tissues. J. A. Winter. 


Deutschmann, R.: Radiotherapy of Intra-Ocular 
Tumors (Uber intraokularen Tumor und Strahlen- 
therapie). Zéschr. f. Augenh., 1915, xxxiii, 206. 


Deutschmann describes a case of sarcoma of the 
choroid which he treated with mesothorium. The 
capsule containing the mesothorium was inserted 
through an incision in the conjunctiva and allowed to 
remain in place for an hour at the first treatment 
and later two hours. The tumor had almost entirely 
disappeared, but there were some traces of it left 
after six months, when the patient insisted on re- 
turning to his home in South America, and he has 
not been heard from since. Deutschmann thinks 
it possible there may have been a recurrence or 
metastasis, although to avoid the chance of me- 
tastasis he gave several injections of enzytol in- 
travenously. He thinks that glioma of the retina 
is probably more amenable to radiotherapy than 
other forms of intra-ocular tumor. A. Goss. 


McCaw, J. A.: The Colloidal Theory of the Pathol- 
ogy of Glaucoma. Opiih. Rec., 1915, xxiv, 
284. 

McCaw gives the results of his experiments on 22 
sheep’s eyes, in testing the theory advanced by 
Martin Fischer. He refers to the work by Fischer, 
Perrin, and Trasabura Araki on the chemical 
changes in colloid tissue, and its relation to the 
cause of oedema. 

The experimenter used fresh sheep’s eyes which 
were placed in acid solutions of various strength, 
one eye being put into distilled water for purposes 
of comparison. All the eyes were weighed at the 
time of being put into the solutions and every five 
or six hours for thirty hours. 

The eyes in hydrochloric, nitric, and acetic acid 
solutions absorbed enormous amounts of water, as 
indicated in the increase in their weight. Eyes in 
hydrochloric and nitric acid solutions of the strength 
7:110 normal and 8:110 normal acid ruptured the 
sclerotic coats. The rupture was in the equator of 
the eyeball about one-fourth inch back of the muscle 
insertions. They did not rupture around the region 
of the cornea. 

It was also noticed that the acid solutions gave a 
steamy appearance to the cornea. This appearance 
increased with the concentration of the acids. The 
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opacity of the cornea was greater in the nitric acid 
solutions than in those of hydrochloric or acetic 
acid. 

The experiments performed lead to the conclusion 
that the cause of the oedema lies in the tissues; but 
what changes do the tissues suffer in order to get 
into this pathological state? A state of oedema 
is induced whenever in the presence of an adequate 
supply of water the affinity of the colloids of the 
tissues for water is increased above the normal. 
The accumulation of acids within the tissues, 
brought either through their abnormal production or 
through the inadequate removal of such as are 
normally produced in the tissues, is chiefly respons- 
ible for this increase in the affinity of colloids for 
water. 

Pathologically considered, glaucoma is a local 
oedema, or an oedema of a special organ. Clinically 
considered all the symptoms of this disease are 
referable to the increase of intra-ocular pressure 
induced by the large amount of water held by the 
eye. 

Ophthalmologists have explained the increased 
tension by purely mechanical and nervous means. 

The experiments which the author performed and 
recorded show very clearly that an intense glaucoma 
can be induced without any circulation whatever. 

Obliteration of the filtration angle is a consequence 
of glaucoma, as in eyes having glaucoma artificially 
produced the anterior chamber grew progressively 
shallower. The matter is explained by the un- 
equal swelling of the different colloids of the eye; 
those posterior to the lens being capable of greater 
swelling than those anterior to it. Through this 
unevenness of swelling the ciliary body is crowded 
against the sclera and presses on the blood-vessels. 

D. F. HARBRIDGE. 


Beaudoux, H. A.: Corneoscleral Trephining; the 
New Operation for the Relief of Glaucoma. J.- 
Lancet, 1915, XXXv, 249. 


Great stress is laid upon an early diagnosis for the 
relief of glaucoma. The corneoscleral trephine 
operation of Elliot is described. The author speaks 
of the good results following this operation and pre- 
fers it to iridectomy for the non-inflammatory 
glaucomata. In the inflammatory forms he is 
rather doubtful of its advantages. Caution is 
advised when using atropine for patients past the 
age of forty. L. J. GoLpBacs. 


Lundsgaard, K. K. K.: Elliot’s Operation in Glau- 
coma (Erfahrungen iiber Elliots Operation beim 
Glaukom). Klin. Monatsbl. f. Augenh., 1915, 
liv, 209. 


Sclerectomy is the most effective of the modern 
operations for glaucoma and Elliot’s is the best 
form of sclerectomy yet devised. Lundsgaard 
describes the technique of the operation and gives 
tables showing his results in 40 operations from 1912 
to 1914. The operation is relatively certain in its 
effects and easily performed, but there is one danger 
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involved, viz., that of secondary infection from 
without. For this reason he would not use the 
operation prophylactically as Elliot recommends. 

The operation should be performed as early as 
possible to get the best results, but the author has 
seen several cases of increase of tension without 
contraction of the visual field disappear either 
spontaneously or with the use of myotics, and the 
recovery has apparently been permanent. The 
pressure in these cases was not more than 30 to 35, 
and with pressure no higher than this and with no 
other symptoms he waits a considerable time before 
operating. If the pressure is much above 30 and 
not influenced by myotics he operates in all cases 
of glaucoma simplex, including those where the 
visual field is very much decreased and the keen- 
ness of vision very much affected, for he has never 
seen any bad effect on the visual field. But in 
secondary glaucoma (uveitis with rise of pressure) 
he considers the case very seriously before perform- 
ing sclerectomy, for the results have been very 
serious in the unsuccessful cases. 

To avoid secondary perforation and infection he 
advises making the flap of conjunctiva over the 
scleral opening as large as possible. He believes 
that iridectomy is also an aid in prevention as it 
prevents secondary prolapse of the iris, which favors 
perforation; when prolapse occurs it should be 
removed. A. Goss. 


Hallett, D.: Corneoscleral Trephine After the 
Elliot Method for the Reduction of Intra- 
ocular Tension. J. Ophth., Otol. & Laryngol., 
1915, xxi, 478. 


The author reports 12 cases in which this op- 


‘eration was used. He used a bistoury to split the 


cornea, instead of scissors-points or a Bowman 
needle. An Elliot trephine, 1.5 mm. in diameter, 
was used. 

He summarizes as follows: Of the 12 trephine 
operations, 6 were for simple chronic glaucoma. © 
The average primary tension was 53 mm. Hg.; 
the post-operative tension was 13 mm. Hg. 

In 4 cases of secondary glaucoma, the primary 
tension was 52 mm. Hg.; post-operative, 16 mm. 

In 2 cases of acute glaucoma, the average primary 
tension was 60 mm. Hg.; post-operative, 26 mm. 

The author states that in none of the 12 cases 
was there any indication of a return of tension. 

J. A. WINTER. 


Boyle, C. C.: A Case of Metastatic Choroiditis. 
J. Ophth., Otol. & Laryngol., 1915, xxi, 496. 


Boyle reports a case of this disease following a 
post-partum pelvic abscess. Examination of the 
blood showed a streptococcic infection. The eye 
itself was inflamed and painful and gradually de- 
veloped into an iridochoroiditis. The patient was 
given a subconjunctival injection of 10 minims of 
a 1:500 solution of cyanide of mercury; following 
which the inflammation subsided, but the eye was 
only able to perceive moving objects. 


; 
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Metastatic choroiditis is generally considered to 
be due to a septic embolus. Pyzmia and cases of 
auto-intoxication may also be causative factors. 
The study of choroiditis following puerperal 
pyzmia shows that the ocular disturbance is due 
rather to the general bacteremia than to a specific 
embolus. The so-called post-partum ophthalmic 
inflammation usually occurs about the sixth day 
after delivery, rarely after the end of the second 
week. It is either unilateral or bilateral, the latter 
being fatal in from 80 to go per cent of cases. The 
unilateral cases give much better results as regards 
life, but the eye involved is usually lost. 

J. A. WINTER. 


Reber, W.: The Indications for the Operation of 
Strabismus. Penn. M. J., 1915, xviii, 602. 


Reber believes that five important factors govern 
the indications as to when to operate for esotropia 
and how: (1) whether the patient is a dispensary or 
a private case; (2) the age of the patient; (3) whether 
the orthoptic treatment has been completely carried 
out; (4) whether the strabismus is monocular or 
binocular; and (5) the rotational power of each eye 
individually and its behavior in association with its 
fellow. 

Each of these factors is dealt with at length and 
the question of tenotomy or advancement briefly 
considered. J. Mitton Griscom. 


EAR 


Berry, G.: Labyrinthitis Following Operation for 
Atresia. Boston M. & S. J., 1915, clxxii, 700. 


The case reported is that of a boy of 15, operated 
on for a partial atresia, with apparent improvement 
in hearing. Three weeks later and coincident with 
the springing up of troublesome granulation tissue 
in the tympanic cavity, a vertigo developed, which 
has persisted in spite of a radical exenteration and 
then a labyrinthine operation. Five weeks follow- 
ing this last operation, the closing of the drainage 
from the meninges in the process of healing was 
attended by marked symptoms of meningeal 
pressure, which gradually subsided. The ear cavity 
became epidermatized in six weeks. Now, thirteen 
months after the first operation, the ocular nystag- 
mus has become fairly well compensated, the hearing 
is apparently improved, but a muscular incoérdina- 
tion, though much better, continues. 

The author discusses in detail the operative 
method for the relief of atresia; the results to be 
expected; the cause of the vertigo in this case; the 
time and method for operating for labyrinthine 
vertigo, as well as giving a complete report of the 
post-operative course, hearing tests, and labyrin- 
thine tests in this case. Orto M. Rort. 


Shuter, R. E.: Intracranial Extensions of Middle 
Ear Disease. Med. J. Austral., 1915, i, 281. 


The author discusses sinus thrombosis, menin- 
gitis, and brain abscess. 
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With reference to sinus thrombosis, after citing 
the course of a straightforward typical case, the 
author mentions the following varieties in which the 
diagnosis may be very difficult: 

1. A mural thrombus caused by infection through 
the vaso vasorum and remaining plastered to the 
wall of the sinus without occluding its lumen. From 
this focus emboli may separate and be carried away 
in the blood stream, causing metastatic abscesses. 
On exposure of the sinus wall in these cases it may 
present no evidence of the presence of a thrombus, 
such as granulations, alteration in color, etc. If, 
however, definite rigors have occurred, it is safe to 
open the sinus and examine its lumen. 

2. Where there may be no distinctive clinical 
symptoms, but the condition is discovered acci- 
dentally during the course of the mastoid operation. 
In these cases the center of the clot may be infected 
and breaking down into pus, while there is at each 
end a non-infected protective thrombus shutting 
the infected area off from the general circulation. 

3. The sinus may be thrombosed without the 
entrance or presence of bacterial infection, but 
caused by the sinus wall losing its normal vital tone 
in the presence of surrounding inflammation. 

As to treatment, in the absence of symptoms of 
general infection, the author opens the sinus and 
turns out the clot, ligating the jugular later if symp- 
toms indicate it. Where rigors and other evidence 
of systemic infection are present, he exposes, 
ligates, and dissects out the jugular, facial, lingual, 
and superior thyroid veins. 

After mentioning the various forms of meningitis, 
the author lays stress upon the mode of invasion and 
method of recognition of acute diffuse meningitis in 
the early stage. This form is secondary to involve- 
ment of the internal ear via the labyrinth. This 
involvement is recognized by the nystagmus pro- 
duced, and it is this sign to which attention should 
be directed. In the early stage there is a fine 
nystagmus to the diseased side and later on a coarse 
nystagmus to the sound side. The occurrence of a 
purulent labyrinthitis calls for an immediate clean- 
ing out of the mastoid and middle ear. 

The treatment of purulent meningitis is hopeless, 
but the serous form is treated by making repeated 
spinal punctures, opening the meninges in the pos- 
terior or middle fossa, and drainage by gauze wicks 
inserted beneath the dura or, following West and 
Scott, by making drainage through the internal 
meatus by means of a spiral wire. 

In abscess formation if the pus is extradurally 
located, its recognition is easier and evacuation 
more certain than when the pus is in the brain tissue 
itself. If, especially after a fortnight, the pus in the 
ear is greater than one would expect from the area 
of the middle ear; if it appears in large amount 
rapidly after mopping out; if the ear is dry for a day 
or so and then again becomes full, particularly if the 
period of apparent cure is associated with headache, 
an extradural abscess can be suspected and should 
be sought by opening the tegmen tympania or antri. 
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The best symptom for recognizing cerebral abscess 
is headache, intense and continuous, particularly if 
localized to the diseased side and it comes on after 
operation upon the ear and is accompanied by 
fever. 

The abscess in the temporosphenoidal lobe can 
best be opened and drained through the mastoid 
wound, but the author prefers to open and drain a 
cerebellar abscess posterior to the sinus. 

Otto M. Rorrt. 


Williams, C. E.: A New Treatment of Middle Ear 
Disease. J. Ophth., Olol. & Laryngol., 1915, xxi, 
529. 

The treatment employed does not include the 
common practice of inflation, but is directed prin- 
cipally to overcoming the causative congested areas 
in the nose and nasopharynx, and massage of the 
ear drum through the external auditory meatus. 

At first the patient comes for treatment every 
other day for two weeks and the air in the external 
auditory canal is alternately rarefied and condensed 
from ten to twenty times by means of the Siegle 
otoscope. Following this the Dowling argyrol 
tampons are placed in the nose and left for a period 
of from ten to sixty minutes. After removal of the 
tampons the cavities of the nasopharynx and nasal 
fosse are thoroughly douched with a mild alkaline 
solution propelled from an atomizer, followed by an 
oil spray and the inhalation of an oil vapor. The 
treatment is completed by massage from 30 to 
120 seconds over each ear induced by a bell-shaped 
glass cup and an electric motor. The strokes of the 
motor should be timed to give about 120 strokes to 
the minute. 

By this method the author has obtained relief of 
all symptoms and a restoration of the drum to a 
more normal position and appearance. 

Orto M. Rorr. 


Large, S. H.: Gold-Platinum Inserted in Middle 
Ear for Adhesive Processes in the Middle Ear. 
Laryngoscope, 1915, XXV, 370. 

Large reports a case of chronic catarrhal otitis 
media in a boy, aged 14 years, whose hearing was 
improved immediately by the insertion of gold-foil 
into the middle ear. 

The technique used was as follows: Under ether 
anesthesia, two incisions were made, one in the an- 
terior quadrant and the other in the posterior; the 
drum membrane was separated from the inner wall 
of the middle ear and a piece of platinum and gold- 
foil, one-five-hundredth of an inch in thickness, in- 
serted allowing the anterior end of the plate to pro- 
trude through the anterior incision. The hearing 
test made after all inflammatory conditions subsided 
showed marked improvement. 

The author concludes that if some foreign sub- 
stance could be found which would be tolerated by 
the middle ear much could be accomplished in these 
cases. ELLEN J. PATTERSON. 
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Ewing, A.: Difficulties in Diagnosis of Intracranial 
Extension in Suppurative Otitis. Med. J. 
Austral., 1915, i, 285. 

The early diagnosis of intracranial complications 
is difficult. 

The following initial symptoms are noted: 

1. Headache —dull or boring pains in the 
mastoid, occipital or temporal regions — especially 
if associated with a slight rise in the evening tem- 
perature. The pain sometimes may be away from 
the seat of the disease. Pain in and behind the eye 
on the same side as the lesion is generally a danger 
signal. 

2. Fever—the occurrence of febrile attacks, 
sometimes associated with increase of pain, vomiting, 
dizziness. 

3. Mental clouding. 


4. Wasting and constipation. Orro M. Rort. 


Berens, T. P.: Ambulant Otitic Meningitis. Am. 
J. Surg., 1915, Xxix, 147. 

This term is applied to those forms of meningitis, 
which, while answering to the characteristics of 
meningitis as revealed by laboratory tests, give no 
characteristic clinical phenomena. In some cases 
the meningitis had lasted for as long as two weeks, 
the patient meanwhile going about his ordinary 
business, with none of the ordinary symptoms 
present. 

The author concludes that these cases teach the 
necessity for bacterial examination and accent the 
fact of the gravity of infections due to capsuled 
organisms. Headache, though not severe, in the 
presence of a discharging ear, should excite our 
gravest fears. Lumbar puncture must be resorted 
to in order to establish a diagnosis, and will prove 
invaluable in forming a correct prognosis. 

Otto M. Rort. 


Cocks, G. H., and Dwyer, J. G.: The Isolation and _. 
Cultivation of the Tubercle Bacillus from the 
Discharging Ear in Cases of Chronic Purulent 
Otitis Media. Laryngoscope, 1915, xxv, 148. 


The authors report a series of three cases in which 
the diagnosis was made by a cultural method, as 
follows: 

After obtaining the aural discharge in wide- 
mouthed bottles, it is immediately saturated with 
sodium chloride and allowed to stand for 30 minutes 
to an hour, at the end of which time the bacteria 
are found floating on the surface. This floating 
film is then collected with a deflagration spoon in a 
wide-mouthed bottle and an equal volume of normal 
sodium hydroxide added. The mixture is shaken 
well and left for digestion in the incubator at 37° 
C. for one to two hours, or longer, care being taken 
to shake it every half hour. The mixture is then 


neutralized to sterile litmus paper with normal 
hydrochloric acid, and the sediment is inoculated 
into several test-tubes. 
from 15 to 30 days. 

A series of seven cases is reported in which the 


Growth usually occurs in 
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diagnosis was made by the antiformin methods 
of making smears. The method is as follows: 
The discharge was obtained in as large a bulk as 
possible in a small quantity of normal salt solution, 
the latter being used in an amount just sufficient to 
wash out the pus. The water used in making up the 
salt solution was freshly distilled each day in order 
to be sure that none of the acid-fast organisms pres- 
ent in tap water or in old distilled water could vi- 
tiate the results. This discharge was then treated 
with an equal amount of 15 per cent antiformin, and 
the whole was allowed to stand for a varying period, 
depending upon the consistency of the mixture, etc. 
It was then centrifugalized and the precipitate was 
washed in order to remove the excess of alkali. 
Smears were then made from the precipitate and 
stained by the Ziehl-Neelson and Pappenheim 
method. Orro M. Rort. 


Lewy, A.: The Treatment of Acute Otitis Media 
by the General Practitioner. Clinique, Chicago, 
1915, XXXVi, 221. 


The first step is to treat the nasopharynx by drop- 
ping 10 to 20 per cent argyrol through each nostril — 
6 to 8 drops into each nostril — with the child in the 
recumbent position. 

When the membrane is reddened and there is 
earache, the author recommends the following 
formula, warmed and dropped into the ear or 
applied on a tampon and left in place twelve to 
twenty-four hours: phenol, gr. xxiv; alcohol, 3 T; 
glycerine, 3 ss. 

If the drum bulges, it should be incised, after 
which, unless the discharge is very thick, the author 
inserts a drain of gauze. If the patient cannot 
return for daily treatment, the gauze is replaced by 
swabs of cotton on a toothpick which the patient 
employs in order to keep the ear clean. 

For mastoid tenderness, a wet pack is used over 
the ear, e.g., half boric solution and half alcohol, 
applied warm and covered by an impervious dres- 
sing. It should be moistened every six or eight 
hours. After the acute symptoms have subsided, 
the ears should be inflated twice weekly. 

Otto M Rort. 


Shepard, G. A.: An Interesting Case of Mastoiditis. 
J. Ophthal., Otol. & Laryngol., 1915, xxi, 520. 


The case reported by the author was that of a 
patient, aged 76, in whom there appeared a slight 
swelling over the left zygoma, but with no local 
or general symptoms. ‘Two weeks later the swell- 
ing was incised and pus evacuated. Four months 
later swelling over the mastoid was observed and a 
simple mastoid operation performed. The sinus 
and dura were exposed. At the third dressing the 


445 


tympanum was filled with creamy pus, and deep 
pressure under the mastoid tip caused an increased 
flow. A radical operation was then done and the 
floor of the tympanum found necrotic. Pus welled 
up from a sinus along the jugular, but there was no 
pain or increase of temperature. At the end of two 
weeks when the flow of pus stopped the patient 
complained of pain in the occiput and there was 
present an extensive swelling of the neck extending 
back to the median line. Pressure over the swelling 
caused pus to exude from the tympanum. Two 
incisions made at intervals of two weeks failed to 
release the pus. One week later pus was evacuated 
through the last incision and in another month the 
patient was well. 

The author concludes that a swelling in the 
zygomatic region accompanied by a history of 
fairly recent acute ear symptoms and deafness 
should be treated as an operable mastoiditis. 

Otto M. Rorr. 


Palen, G. J.: An Anatomical Consideration of 
Mastoiditis. N. Eng. M.Gaz., 1915, 1, 169. 


The author calls attention to the following ana- 
tomical points concerning the mastoid which have an 
influence on the course and prognosis of an inflam- 
mation of this structure: 

1. The variation of the size of the mastoid de- 
pending upon the character of the contents, whether 
the cells are of the pneumatic, diploétic, or mixed 

e. 
2. The relation of the antrum to the postero- 
superior canal wall, the middle and posterior cerebral 
fossz, and the lateral sinus. 

3. The variation in the thickness of the inner and 
outer plates of the mastoid. 

Because we cannot tell definitely with what type 
we are dealing, and because the type present may 
have the greatest bearing on the outcome of the 
infection, the author makes a plea for safety in 
advising a mastoid operation when mastoid symp- 
toms persist despite careful treatment. 

Orto M. Rorr. 


Smith, C.M.: The End-Results of Radical Mastoid 
Operation. Laryngoscope, 1915, xxv, 332. 


Chronic otorrhoea which has its origin in the 
mastoid antrum or lower cells can be relieved as a 
rule only by a mastoid operation. The radical 
mastoid operation should be regarded as a major 
procedure, frequently performed as the first step 
for the relief of an intracranial lesion. In from 80 


to 95 per cent of the author’s cases he obtained com- 
plete cessation of all discharge, improvement in 
hearing, and marked improvement in the general 
health of the patients. 


ELLEN J. PATTERSON. 


SURGERY OF THE NOSE, THROAT, AND MOUTH 


NOSE 


Pfister, F.: A Plea for the Corrective and Cosmetic 
Surgery of the Nose. Wis. M.J., 1915, xiv, 22. 


The author makes a plea for the well-prepared 
specialist to take up this work instead of leaving 
the field to be cultivated by the quack. In support 
of this contention he adds that the demand is con- 
siderable; the difficulties are not nearly so great as 
was formerly supposed, and are not to be compared 
with sinus work. The results as a rule are good. 

The following two cases are reported: 

1. A case of septal perforation which was closed 
by a flap from the lateral wall of the inferior meatus 
dissecting upward the mucoperiosteum of the 
anterior portion of the inferior turbinate, removing 
the bone of the turbinate for a corresponding dis- 
tance back. The lower end of this flap was lifted 
up to the roof of the nose against the septum and 
sutured in place, the flap not being severed from the 
outer wall of the nose until the third day when this 
portion was attached to the lower border of the per- 
foration. The results were good. 

2. The second case was that of a girl who had a 
deviation of the external nose. A submucous re- 
section of septum relieved the nasal obstruction and 
partially corrected the external deformity. Later, 
under novocaine infiltration, the nose was entered 
from the vestibule, the lateral cartilage perforated, 
and the skin lifted up subcutaneously. A cut was 
then made subcutaneously across the upper part-of 
the cartilaginous ridge of the nose and laterally out- 
ward through the upper lateral cartilage down to the 
maxillary bone. The nose was then overcorrected 
and held for a week with adhesive strips, after which 
perforated metal splints were inserted into the nose. 

Orto M. Rorrt. 


Carter, W. W.: Cases of Nasal Deformity Corrected 
by Bone Transplantation. Laryngoscope, 1915, 
XXV, 321. 


To demonstrate his theory that bone, aseptically 
and autoplastically transplanted, continues to 
live and take part in the local process of repair, 
continues to grow and that its growth is limited 
by the physiological requirement of the part, the 
author reports several cases with radiographs taken 
after operation. 

After preparing the right side of the chest, the 
nose is thoroughly cleansed with Dobell’s solution, 
the face washed and painted with tincture of iodine 
followed by alcohol, and the nasal cavities blocked 
beyond the ends of the nasal bones with pledgets of 
cotton. Raising the tip of the nose with the left 
thumb, a small spatula-shaped knife introduced 


from within the nostril at a point between the upper 
and lower lateral cartilage is manipulated by the 
thumb and index-finger on the outside of the nose 
to elevate the skin over the entire nose and make a 
slit through the periosteum over the nasofrontal 
process. 

The piece of rib is then placed in position and 
anchored under the periosteum over the nasofrontal 
process with the end of the bone reaching within 
half an inch of the tip of the nose. 

Recently the author has transplanted a portion 
of the rib in continuity with the costal cartilage so 
that in reconstructing the nose there is bone arch 
where that is normal and cartilage where cartilage 
is normal—thus reproducing more nearly the 
natural condition and preserving the flexibility of 
the tip. ELLEN J. PATTERSON. 


Dewey, M.: The Cause of Failure of Some Rhino- 
logical Operations. J. Ophth., Otol., & Laryngol., 
1915, 309. 

Concerning our inability to produce normal nasal 
breathing in patients who have long been ‘‘mouth 
breathers” due to adenoids, even after the complete 
removal of the primary causative factor, the adenoids, 
the author states that it is due to the fact that while 
the adenoids produce mouth-breathing the latter, 
especially if long continued, produce deformities 
and abnormal developments, which in turn make 


normal nasal breathing impossible. 


These deformities and abnormal developments are 
the narrow upper dental arch; the protruding an- 
terior teeth; the high roof of the mouth; the under- 
developed mandible; receding chin; short upper lip; 
abnormal muscular pressure; and frequently a ° 
deflected septum. Just how these are produced 
the author explains in clear detail. Orthodontic 
measures alone are capable of effecting a cure. 

Otto M. Rort. 


Johnston, R. H.: Total Rhinoplasty. Am. J. Surg., 
IQ15, XXix, 149. 

The operation consisted in removing a piece of 
cartilage from the left eighth rib and slipping it 
underneath the periosteum a little above the center 
of the left forehead. About three months later the 
skin on the two sides of the remains of the nose was 
dissected up. The flaps were turned into the facial 
opening, skin surface down, and sutured in the 
middle line so that the raw surfaces would quickly 
unite with the raw surfaces to be brought down from 
the forehead. The flap for the formation of the nose 
began at the inner end of the right eyebrow and 
continued up to the hair line and then across the 
forehead to the end of the transplanted cartilage, 
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from which point it passed downward and inward 
above the left eyebrow to the root of the nose. 
The skin was dissected away from the periosteum 
up to the cartilage, which was removed from the 
bone with its strip: of attached periosteum. The 
flap was then turned down, with its raw surface 
below. The upper end of the cartilage was stitched 
above to hold it stationary, while below it was bent 
at the notch made three-eighths inch from the end, 
so that the lower end was sutured into an incision 
of the upper lip. The flap was split in the middle 
line up to the cartilage. After this was done the two 
edges of the flap were sutured to the raw surfaces 
on the sides. The two lower flaps, formed by split- 
ting the skin to the cartilage, were turned up into 
the nostrils and held in place by pieces of rubber 
tubing inserted on each side of the cartilage. 
Otto M. Rort. 


Goldstein, M. A.: Lipoma of the Maxillary Antrum. 
Laryngoscope, 1915, XXv, 142. 

The author reports the case of a patient with 
lipoma of the antrum, for which a radical operation 
on the antrum was performed and the mass removed. 
This patient had previously had a luetic infection 
with ulceration and necrosis of a part of the hard 
palate. 

The question raised in the author’s mind was the 
relation between the lues and the lipoma; whether 
the former was the exciting cause of the local path- 
ology of the antrum and affected the fatty degenera- 
tion of the living mucosa, or whether the lipomatous 
neoplasm of the antrum was simply coincident with 
lues. The pathological report clearly indicated 
that the contents of the antrum was not a lipomatous 
degeneration of the mucous membrane, but an or- 
ganized lipoma, Orto M. Rort. 


Leshure, J.: A Case of Temporosphenoidal Abscess 
with Unusual Complications. Laryngoscope, 
IQ1I5, XXV, 281. 


The author reports a case of temporosphenoidal 
abscess following a chronic suppurative otitis media, 
in which the diagnosis of abscess was not made for 
two weeks after admission. At the time of admission 
the patient presented a swelling over the ear, and a 
diagnosis of deep temporal abscess was made. An 
incision over the swelling down to the periosteum 
revealed the presence of only a small amount of pus. 
Three days later the temperature rose to 103.4° and the 
patient became drowsy, but because of the fact that 
the urine was diminished in amount and contained 
albumin and casts, and because under appropriate 
treatment the patient improved, this drowsiness was 
considered due to nephritis, but in view of subse- 
quent recognition of temporosphenoidal abscess, 
the question arises as to whether or not this first 
attack of stupor was not due to the beginning 
cerebral involvement. 

After opening the abscess when the patient was 
in a comatose condition, meningitis supervened and 
death followed. 
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Another interesting feature of the case was the 
preponderance of irritative symptoms (Kernig’s 
sign and rhythmic arm movements) on the affected 
side. The explanation offered is that the fibers 
failed to cross in the pyramidal tract. 

Otto M. Rorrt. 


Coffin, L. A.: A New Non-Operative Treatment of 
Disease of the Accessory Sinuses of the Nose. 
Med. Rec., 1915, \xxxvii, 556. 


The treatment consists of alternating positive 
with negative pressure in the nose. After all the pus 
has apparently been “‘sucked out,” the positive pres- 
sure applied by means of an oxygen tank seems to 
force pus from the walls of the cavities, for so soon as 
negative pressure is again applied more pus can be 
sucked out. Orto M. Rort. 


THROAT 


Miiller, J.: The Treatment of Laryngeal Tuber- 
culosis (Uber die Behandlung der Kehlkopftuber- 
kulose). Nord. Tidsskr. f. Terapi, Kjobenh, 1914, 
xii, No. 7. 

The author gives his conclusions derived from 
the treatment of 1,000 cases of laryngeal tuberculo- 
sis. In general everything should be avoided that 
might cause irritation, especially alcohol and 
tobacco. The use of the voice should be limited to 
the minimum. He then discusses the medicinal 
treatment and finally the surgical methods. He 
performed 4o epiglottis amputations by the endo- 
laryngeal route, securing good results. His in- 
dications for the procedure are: (1) a tuberculous 
infection limited, or nearly limited, to the epiglottis, 
provided the condition of the patient permits it; 
(2) a decided dysphagia irrespective of the condition 
of the larynx and lungs, provided that the epiglottic 
involvement is the cause of the dysphagia; (3) a 
decided tuberculous infection of the epiglottis even 
in cases of extensive laryngeal involvement, also 
if dysphagia does not exist, provided, however, 
that no marked pulmonary lesion is present, so 
that after the operation a cure or at least marked 
improvement is probable. 

The author has also seen marked improvement 
in cases in which the epiglottis alone was not in- 
volved. It is also important that after removal 
of the epiglottis the treatment of the inner larynx 
is much facilitated. Much less certain are the 
results of excision of tuberculous infiltrations of the 
vocal cords, but even here he obtained results if the 
infiltrations were limited and the lung condition 
good. The results of excision of infiltrations in the 
plica ventricularis and in the interarytenoid region 
are much more doubtful. 

Of the extralaryngeal methods the author first 
discusses the longitudinal fissure operation. It is 
the operation of choice if in the presence of a good 
lung condition the laryngeal tuberculosis becomes 
extensive or does not respond to endolaryngeal 
treatment. A tuberculous infection of the wound 
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is not to be feared with modern technique; the dan- 
gers of a miliary tuberculosis are overestimated. 
The author does not favor laryngectomy. Gluck 
performed the operation twenty times. One patient 
died as a result of the operation, 12 during the first 
year, and 7 were cured, of which 3 died of tuber- 
culosis of other parts of the body. The good re- 
sults of tracheotomy observed by Moritz Schmidt 
in cases of stenosis are due to placing the larynx at 
rest, according to the author. Miiller, however, ob- 
tained no results with the thorough silence cure. In 
laryngeal tuberculosis and pregnancy good results 
were observed following induced abortion. 

In conclusion, he discusses the palliative treat- 
ment of several cases, dysphagia and stenosis. Of 
the utmost importance in the treatment of laryngeal 
tuberculosis is the condition of the lungs and this 
must be looked after, as the chances for improve- 
ment and cure of laryngeal tuberculosis frequently 
run parallel with the pulmonary improvement. 

L. A. JUHNKE. 


MOUTH 


Maunsell, C. B.: Cancer of the Tongue and Floor 
of the Mouth. Med. Press & Circ., 1915, xcix, 
463. 

Reports from many workers draw special attention 
to the hopelessness of the treatment of cancer of the 
mouth by means of radium applied by any of the 
previously known methods. 

The author thinks this the first case which has 
been recorded of the obliteration of an extensive 
cancer of the tongue and floor of the mouth by any 
method of treatment other than excision. The 
method of treatment adopted is that which was 
originally and ably described by Joly and Stevenson 
in 1914, and consists in the introduction into the 
diseased area, by means of ordinary hollow metal 
needles, of known quantities of radium emanations 
without screening of any kind. The glass tubes and 
needles can be made of various lengths to suit 
individual cases. 

For intra-oral work the author uses special needles 
made with an eye instead of a mount at the end, in 
order that they may be held in position by suture. 

The patient, a man aged 61, eighteen months 
previous had noticed a hard lump on the under 
surface of his tongue which gradually increased in 
size, later ulcerating and extending rapidly, causing 
much pain in his left ear and the left side of his face. 
The patient was thin and cachectic. The area in- 
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volved the anterior part of the tongue, franum, and 
floor of the mouth up to the mucoperiosteum of the 
jaw. Slightly enlarged glands could be felt in the 
left submaxillary region. 

The report of microscopical section by Wigham 
is as follows: ‘‘ Masses of cancer-cells supported by 
fine strands of connective tissue, cells of squamous 
type showing many mitoses.” 

Six needles were introduced —two into the 
tongue, one on the interior side of the former position 
of the franum, four being introduced through the 
submental skin. The needles contained 23 milli- 
curies of emanations, and were left 23% hours. 
Two days later four needles containing 11 millicuries 
were introduced amongst the submaxillary glands, 
and left there 24 hours. Two days later six needles 
containing 11 millicuries were again inserted — 
four into the tongue and two into the floor of the 
mouth. These were removed in 26 hours. Light 
ether anesthesia was used. The only reaction 
noted was an evening rise of temperature to 100° 
on the first two occasions. The pain soon ceased 
and in 48 hours the growth was softer and in 7 days 
the glands were much smaller. In 22 days the ulcer 
was covered with normal looking epithelium, but 
considerable induration could be detected. Within 
the next 52 days the needles were inserted three 
times. 

A piece of tissue was removed for microscopical 
examination and showed nearly normal epithelium 
covering the site of the cancerous area, some thinner, 
with slightly flattened papillz, fairly firm connective 
tissue with many blood-vessels and some patches of 
round cells, some islands of muscle fibers, some of 
them degenerated; one small mass of cancer-cells 
differing from the other section in that the bodies of 
the cells were much smaller in proportion to the 
size of their nuclei. There were no mitoses and the 
— were surrounded by foreign-body giant 
cells. 

The patient was obviously cured, but on account 
of the remaining cancer-cells, notwithstanding they 
were changed and attached by giant cells, the author 
introduced 6 needles containing 16 millicuries into 
the tongue and area; these were removed in 48 hours. 
One month later a hemorrhage occurred from a 
sloughing area as large as a pigeon’s egg. This was 
scraped out and the patient was healthy when last 
seen by the author a few days later. 

The author considers the patient cured and thinks 
the last treatment might have been omitted or at 
least considerably reduced. H. A. Ports. 
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